

















ILSLMIINTONES 





Oolober, 1943 
In This Issue 


The Evaluation of the 
Patient with Heart Disease 


as a Surgical Risk 





Exposure of the 
Retro-Duodenal Portion 
of the Common Duct 


(See page 29 for Table of Contents) 

















Non-Irritating Bulk 
—non-digestible and non-absorptive of 
vitamins—makes this hydrophilic colloid 


a favored laxative in colitis 





. This highly purified hemi- 
MUCILOSE This highly purified 
cellulose is available in 4-02. 


STEAR 


and 16-0z. bottles as Mucilose 
Flakes and Mucilose Granules. 





Frederick & Company 





CS Since 1855... ESSENTIALS OF THE PHYSICIAN’S ARMAMENTARIUM 


NEW YORK KANSAS CITY DETROIT, MICH. SAN FRANCISCO WINDSOR, ONTARIO 





























SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 





. 1879. 





Entered as Second-Class Matter July 21, 1919, at the Post Office, Oak Park, Illinois, under the Act of March 8 
Acceptance for mailing at special rate of postage provided for in Section 1102, Act of October 8, 1917, authorized July 15, 
1918. Office of Publication, 7 wake Street, Oak Park, Il. 









E 


PI 


D 
have 
cons 
lem: 
man 
of 
viou 
esse) 
man 
as ¢ 
suce 
confi 

O: 
Yor) 
ning 
As 
phas 
free] 
were 
Medi 

Or 
belie 
sider. 
to th 
cers © 
their 
eral 
may 
physi 





Che TI linois 


Cnlober, 1943 
VOL. 84, NO. 4 


Medical Journal 


Official Journal of the Illinois State Medical Society 


EDITOR — Harold M. Camp. EDITORIAL BOARD — James H. Hutton, Chairman, Frederick H. Falls, 
Josiah J. Moore, Edwin M. Miller, Chauncey C. Maher, Harry S. Gradle, 
Harry Culver, Walter Stevenson, Raymond W. McNealy. 





Editorials 





PLANNING FOR POST-WAR MEDICAL 
SERVICE 

During recent months since the allied forces 
have assumed the offensive on all fronts, much 
consideration has been given to the many prob- 
lems in connection with post-war planning. For 
many years we have heard the slogan, “In time 
of peace, prepare for war”, and it is quite ob- 
vious to all that during war time it is highly 
essential that much consideration be given to the 
many problems which will come to this (as well 
as other nations) immediately following the 
successful conclusion of the present world wide 
conflict. 

On March 15, 1943 there was held in New 
York City, the National Conference on Plan- 
ning for War and Post-War Medical Services. 
A number of interesting papers on various 
phases of the subject were well presented and 
freely discussed. These papers subsequently 
were published in«the Journal of the American 
Medical Association. 

One highly important subject which many 
believe should have been given greater con- 
sideration at this conference is that pertaining 
to the many problems which the medical offi- 
cers with our armed forces will be facing upon 
their return to civilian practice. Surgeon Gen- 
eral Ross T. McIntyre stated recently that it 
may be necessary to retain one-third of the 
physicians in service following the conclusion 


of the war so that they may aid in the giving 
of medical care that will be required in many 
parts of the world. So, perhaps many of those 
physicians now in service will not return to 
civilian practice for a considerable length of 
time. 

One of the present duties of the physicians 
remaining at home is to see that those return- 
ing to their former field of endeavor actually 
have something worth returning to — so that 
they may begin at once to render civilian care 
with a minimum loss of time. The practice of 
many of these physicians now at war will have 
been absorbed by one or more physicians who 
have remained at home. It is natural to as- 
sume that these physicians will willingly re- 
linquish the patients so that they may again 
be under the care of the one formerly respon- 
sible for their well-being. 

The problems relative to relocation of return- 
ing physicians is another which must be given 
serious consideration, for no doubt many of 
the demobilized physicians will prefer to enter 
practice in another field. Places should be made 
available so that they may open an office and 
establish a practice according to their individual 
preferences. Many of the younger physicians 
will desire to complete their internships and 
residencies, and efforts should be made to have 
the available positions properly indexed so that, 
with but little confusion, places may be made 


229 





230 ILLINOIS MEDICAL JOURNAL 


for this group of returning physicians after the 
war. 

With the war ended, perhaps many physicians 
will believe that it is essential for them to take 
postgraduate work before re-entering private 
practice. Plans will no doubt be made every- 
where to make such courses available. This can 
easily be a function for organized medicine to 
assume, or at least supervise, with the coopera- 
tion of the large hospitals, medical educational 
institutions, and various clinical centers. 

Those physicians who have been with the 
armed forces formerly enjoyed a practice in a 
country where free enterprise, through the -clas- 
sical physician-patient relationship, was enjoyed. 
It is hoped that they will be permitted to re- 
enter a practice with this same type of initia- 
tive and endeavor still prevailing. 

With the United States enjoying the lowest 
mortality rate of any of the major countries 
of the world, and with the best health record 
anywhere, there are no statistics yet available 
which will prove that the American people 
will be more healthy under any new type of 


October, 1943 


medical care system which has, to this time, 
been recommended. 


CHEMOTHERAPY MARCHES ON 

Since the outbreak of the war research work- 
ers have brought out several new chemothera- 
peutic agents which are apparently helping to 
no little extent in the medical care of members 
of our armed forces. The highly publicized pen- 
icillin has been receiving an unusual amount of 
publicity in recent months, but with the limited 
supply available, very little of this valuable 
preparation is available for civilian use. Sev- 
eral drug manufacturing companies have been 
licensed to produce penicillin, but it can be de- 
veloped only in small quantities, a situation 
which will no doubt continue for some little 
time. 

Many people, probably because of the exten- 
sive publicity which has been given through the 
press and over the air on this newer “miracle” 
drug, are led to believe that it will cure almost 
any malady imaginable. Such has not proven 
to be the case at all. Penicillin, from its limited 
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use to date, seems to be more effective in the 
treatment of staphylococcus infections than the 
sulfonamides and other preparations. Likewise 
it has been found of much value in the treat- 
ment of gonorrheal infections, some types of 
pneumonia, and in some of the hemolytic strep- 
tococcus infections, although its actual value in 
many conditions has not as yet been determined 
definitely. 

From information received it is understood 
that only a limited quantity of penicillin is now 
available for civilian use, and this can be pro- 
cured only through Dr. Chester S. Keefer, chair- 
man of the Committee on Chemotherapeutic 
Agents for the National Research Council, 
whose address is in care of the Evans Memorial 
Hospital, Boston. Dr. Keefer is no doubt re- 
ceiving many requests daily for a supply of 
penicillin, and many of them cannot be filled. 


Physicians throughout the country will be 
interested in further developments and releases 
on the use of penicillin. Perhaps after the war 
it will be possible to determine the real value and 
more specific indications for its use. , Extensive 
bibliographies on the development and use of 
this preparation are now available, and several 
references to this subject have appeared in re- 
cent issues of this Journal. 


From information received it seems that pen- 
icillin is of but little value in combatting dis- 
ease when given orally, and that it must be ad- 
ministered parenterally to get desired results. 
It is quite likely too, that it will not prove to be 
the panacea that many have imagined, and that 
its true value in the treatment of many ailments 
has not as yet been established definitely. 


The medical profession of America as well 
as of all other countries, will be awaiting 
anxiously additional information based soundly 
upon scientific investigations on the true value 
of this highly praised chemotherapeutic agent. 
Likewise we will await the time when it will be 
available for general clinical use. 





About 65% more young women than men die of 
tuberculosis between the ages of 15 and 25. From 
@ practical standpoint the employer of large numbers 
of women needs an effective medical department if he 
would avoid a tuberculosis problem. Symposium on 
Tuberculosis in Industry, N.T.A. 1941. 


EDITORIALS 








ROBERT QUILLEN SAYS: 


If you prefer having a fair warning before 
the storm hits, go first to your doctor to have 
your blood pressure checked and then write 
to one of your senators for a copy of the Wag- 
ner-Murray Senate Bill 1161. He will send 
you one without charge, and you will find it 
a remarkable document well worth reading. 

The chief author of the bill is the same 
German-born Senator Wagner of New York 
who gave us the law that “protects the rights 
of labor,” but denies the boss even the right 
of free speech. And if all goes well, the bill will 
be passed by the next Congress. 

Its purpose is to provide more social se- 
curity, including medical care. And, as usual, 
it levies a tax — this time a whopper. 

It will add $12,000,000,000 a year to our 
annual tax burden — 12 times the total cost 
of government when dad was a youngster. 

It will take 6 per cent from your pay en- 
velope, up to $3,000, and another 6 per cent 
from the boss. From the self-employed — the 
doctor, farmer, merchant — it will take 7 per 
cent up to $3,000, or $210 a year. 

Three-fourths of the money will be used to 
extend the benefits of social security, but one- 
fourth, or $3,000,000,000, will be turned over 
to the surgeon general, and he will be the abso- 
lute czar of American medicine, empowered to 
provide free medical and hospital care for 
110,000,000 people. 

He will control all hospitals and decide which 
ones can operate and how much they shall 
charge. 

He will tell doctors where to practice and 
how many patients they may have and how 
much they may charge. He will also decide 
which ones may call themselves specialists. 

(The bill generously permits each of us to 
choose his own doctor, but not if the one of 
our choice already has his allotted number of 
patients. ) 

There are many other remarkable provisions 
in the measure, but this is enough to give you 
the idea. 

Three billion dollars is a lot of money. It 
is enough to hire every doctor m America at 
a salary of $5,000 a year; to hire every bed 
in every privately operated hospital every day 
in the year at the rate of $5 a day; to pay 
$2.50 a day every day in the year for each 
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bed in government-owned hospitals; to spend 
over $250,000,000 a year for medicine and sup- 
plies, and still leave $500,000,000 for political 
jobholders. 

If your doctor seems a little absent-minded 
and peevish these days he is thinking about 
his future when politicians control the prac- 
tice of medicine. Reprint of article appearing in 
the Indianapolis Star, August 5, 1943. 


WAGNER-MURRAY BILL OPPOSED BY 
AMERICAN BAR ASSOCIATION 


At the annual meeting of the American Bar 
Association held in Chicago, August 23-26, 
both the assembly, which, in effect, is the con- 
vocation of the membership at large, and the 
house of delegates of the association opposed 
the enactment of Senate bill 1161 on the 
grounds that such an eventuality would “es- 
tablish federal control of the medical profession 
and the regimentation of doctors and_hos- 
pitals.” Further, the house of delegates put 
itself on record as being “opposed to any legis- 
lation, decree or mandate that subjects the 
practice of medicine to federal control and 
regulation beyond that presently imposed un- 
der the American system of free enterprise.” 
The house of delegates then requested the as- 
sociation’s board of governors immediately “to 
appoint a special committee to study, ana- 
lyze and investigate S. 1161 and to give pub- 
licity to the recommendations and findings of 
the special committee and the action of the 
board of governors thereon.” ‘The personnel 
of this special committee, it is understood, has 
already been determined by the board of gov- 
ernors and will be announced in the October 
issue of the American Bar Association Jour- 
nal. — J. A. M. A. Sept. 18, 1943. 


It takes longer to train a Doctor of Medicine 
than it takes to build the most elaborate battle- 
ship. Much thought should go into this training 
and building, that both may be sturdy, and by 
all means adequate. Standards must not be 
lessened. Those whose training is now starting 
are for the postwar period, not for the present 
emergency, and there is no excuse to neglect 
or to reduce standards. Jour. MSMS., — June, 
1943. 
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SAYS HISTAMINE THERAPY MOST 
PROMISING TO DATE FOR MENIERE’S 
DISEASE 


From his experience with 22 patients, John 
J. Rainey, M.D., Troy, N. Y., reports in The 
Journal of the American Medical Association for 
July 24 that he believes histamine treatment of 
Méniér’s disease is the most promising method 
of treatment up to the present time. Méniére’s 
disease syndrome, he explains, is the name given 
to a group of symptoms in which vertigo (diz- 
ziness), nerve deafness and tinnitus (a ringing 
or singing sound in the ears) predominate. Most 
of the attacks of vertigo occur without previous 
warning and often are terrifying in their in- 
tensity. It is generally accepted that the symp- 
toms of the disease are the result of a local dis- 
turbance of the inner ear. 


Dr. Rainey treated his 22 patients by injec- 
tions into a vein of histamine phosphate, giving 
at least two and in some cases three treatments 
on alternating days. Seventeen of the patients 
had striking results. With 5 patients the results 
were disappointing but further studies are being 
carried on. The use of histamine for this dis- 
ease was first reported in 1939 by B. T. Horton. 


In Chile, tuberculosis, cardio-vascular conditions, and 
venereal disease are jointly responsible for 60% of 
all deaths occurring during working life, for 56% of 
all hospital admissions, and for 38% of the “latent 
morbidity” of apparently healthy persons examined 
Ly the medical services of the insurance institutions. 
These diseases, particularly tuberculosis, bring about 
an annual loss of 170 million hours of work, a loss 
equivalent to the unemployment of one-quarter of 
the able-bodied population. To cope with this situa- 
tion a Preventive Medicine Act was enacted some 
years ago. Among its clauses was one requiring 
periodic medical examinations to be carried out 


‘systematically and free of charge for the great major- 


ity of workers and salaried employees in the country. 
Another clause introduced a system of preventive 
rest as an essential and effective means of saving the 
sick worker, treating him rapidly and prolonging his 
working life. Since the Act passed, 60,000 men and 
women have been medically examined and allowances 
for preventive rest have been paid to 20,000. It has 
enabled the controlled treatment of many victims of 
venereal disease, taking action in regard to contacts 
of tuberculosis and venereal disease, mass radiography, 
and provision of dental services at a low cost. Indus- 
trial medicine has been organized and a fresh im- 
petus given to the study of occupational disease. 
Ed. Jour. Royal Inst. Pub. Health & Hyg. May, 1943. 
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TWENTY-EIGHTH ANNUAL 
INTERNATIONAL MEDICAL ASSEMBLY 


The Inter-State Postgraduate Medical Associ- 
ation of North America will hold its 28th An- 
nual Meeting at the Palmer House, Chicago 
October 26, 27, 28, 29. The opening session of 
the scientific and clinical program will begin 
promptly at 8:00 o’clock Tuesday morning, Oc- 
tober 26. 

The program includes thirty-four dignostic 
clinics covering all branches of medicine and 
surgery and thirty-two addresses covering many 
subjects. One of the most important and inter- 
esting programs will be given at the Assembly 
Dinner scheduled for 7:00 o’clock, Thursday 
evening, October 28th in the Grand Ball Room 
when Dr. Frank H. Lahey of Boston, Chairman 
of the Directing Board of Procurement and 
Assignment Service, will speak on “Some of 
the Medical Problems of the War” and Briga- 
dier-General Fred W. Rankin, Consulting Sur- 
geon of the Office of the Surgeon General of the 
United States Army, Washington, D. C. will 
talk on “Current Considerations of Post-Grad- 
uate Medical Education.” 

Registration fee of $5.00 for the four-day 
session. 





POST GRADUATE CONFERENCE 

A Post-Graduate Conference for doctors of 
Central Illinois will be held at Bloomington, 
Illinois on November 11th. The program will 
be given at the Illinois Hotel following a 
complimentary luncheon at 1:00 P. M. 

The Post-Graduate Committee of the Illinois 
State Medical Society in cooperation with the 


doctors of Bloomington are working on the 

following program: 

1:00 - —Complimentary Luncheon 

2:00-2:45—“The Discriminate Use of the 
Sulfonamides” 

2:45 - 3:30—Diagnostic Clinic on Heart Dis- 
ease with patients presented 

3:30 -4:15—“Blood Dyscrasias” 

:15-5:00—Round Tables with the above 
clinicians leading the discussions 

5 :00 - 6 :00—Medical and Surgical Movies 

3:15 - —Dinner 

7:15 - —President of the Illinois State 
Medical Society and a Speaker on 
a subject relating to medicine and 
the war 

All doctors of the territory surrounding 

Bloomington are cordially invited to attend 

this Conference on November 11th. Doctor 

Frank Deneen, Bloomington, a member of the 

Post Graduate Committee of the Illinois State 

Medical Society will serve as Chairman of the 

Conference. 





UNIVERSITY OF ILLINOIS TO STUDY 
COMPOSITION OF PENICILLIN 


The Board of Trustees of the University of 
Illinois have announced the acceptance of a grant 
of $25,000 a year for three years made by The 
Upjohn Company of Kalamazoo, Michigan, to be 
devoted to the academic study of the structural 
composition and possible synthesis of penicillin. 

The Company’s present grant, says F. W. 
Heyl, Ph. D., Vice President and Director of 
Research, provides for an enlarged three-year 
research chemistry project under the direction 
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of Professor Herbert E. Carter of the department 
of biochemistry at Urbana, Illinois. This says 
Heyl, amplifies both an earlier cooperative re- 
search project at that school and the bacteriologi- 
cal and other research which is being conducted 
at the Company’s laboratories at Kalamazoo. 


Dr. Carter is well known for his brilliant work 
with the amino acids, especially the identification 
and synthesis of the new essential amino acid, 
threonine, and more recently for his investiga- 
tions on the structure of the cerebroside sphingo- 
myelin. 

The production of penicillin by the natural 
growth of the mold penicillium notatum is one 
of the most laborious and unsatisfactory methods 
in use for the manufacture of any known thera- 
peutic agent. The hope of the future for the 
large scale economical manufacture of this im- 
portant drug lies in the solution of the pure 
chemistry which alone would lead to the chemical 
synthesis of the substance. It is in the hope of 
achieving this end that the Upjohn penicillin 
fellowship at the University of Illinois has been 
established. 

This grant of The Upjohn Company is a good 
example of the greatly increasing scientific prog- 
ress being made today in the chemical and 
pharmaceutical industries. It indicates the kind 
of investment in cooperative scientific research 
that must be made from time to time by leading 
organizations in these fields. 


McINTIRE HONORARY CHAIRMAN AT 

MILITARY SURGEONS CONVENTION 

Rear Admiral Ross T. McIntire, Surgeon 
General of the United States Navy, and personal 
physician to President Roosevelt, will serve as 
honorary chairman for the 51st annual conven- 
tion of the Association of Military Surgeons of 
the United States to be held in this city October 
21, 22 and 23. 

The announcement was made by Captain 
Joseph A. Biello, District Medical Officer of the 
Fourth Naval District, who will act as general 
chairman for the meeting. The vice-chairman 
will be Brigadier General George F. Lull, at- 
tached to the Medical Corps of the Army, and 
Commander Edward L. Bortz, of the United 
States Naval Reserve Medical Corps. 

A symposium on war medicine, which will 
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chart the progress and the recent advances made 
in the care and hospitalization of men in the 
armed forces will highlight the three-day meet- 
ing in the Bellevue Stratford Hotel here. 

Rear Admiral Richard H. Laning will head 
the executive committee for the convention, one 
of the most important ever held by the military 
medical services of the United States. 

Serving with Rear Admiral Laning on the 
executive committee are Dr. George Morris Pier- 
sol, Dr. Stanley P. Reimann, Dr. Gilson Colby 
Engel, Commander J: R. Tinney, United States 
Naval Reserve; Major F. D. Creedon, United 
States Army; and Captain J. R. Kitchell, 
United States Army retired. 

Officials of the convention expect an attend- 
ance of more than 2000 doctors now attached to 
the fighting forces, many of whom will return 
from the battle fronts and from every section of 
the country where men are stationed, to hear 
the lectures and to take part in the panels and 
discussions that will mark the conference. 

The surgeons general of the United States, 
ranking military officers, and national, state 
and municipal officials are expected to be present 
at the convention. 





GREETINGS, AUXILIARY MEMBERS, 
FROM YOUR PRESIDENT 

With the passing of summer, our thoughts 
turn to Auxiliary Activities and the vital work 
necessary to make satisfactory progress in solv- 
ing the problems that confront the Auxiliary in 
the present crisis. 

Let us think seriously of our Auxiliary work 
and keep well informed of the aims and objec- 
tives of our Auxiliary by reading the Auxiliary 
Bulletin, the Illinois Medical Journal and the 
American Medical Journal. 

The Illinois Medical Society believes that one 
of the most important things the Auxiliary can 
do at this time, is to procure funds for the Be- 
nevolence Committee. This should be one of our 
first contributions of the year and we ask the 
wives of all the physicians to help in this great 
work. 

At the Annual Meeting of the Woman’s Aux- 
iliary to the American Medical Association, a 
resolution was adopted to create a committee on 
War Participation for the National Auxiliary 
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and for all State Auxiliaries. Through this com- 
mittee, we hope to unite the efforts of our Aux- 
iliary members to function as a group and not 
merely as an individual nor under the sponsor- 
ship of another organization. Our state has 
taken up this work with Mrs. Theodore Johns- 
ton, of Chicago, as our State Chairman. 


The Woman’s Auxiliary is the closest and most 
sincerely interested ally of organized medicine. 
EXTENSION and INCREASE in membership 
should be our watchword. I do not believe that 
it is asking too much to expect every auxiliary 
to remain intact, and for every member to remit 
her dues and be in good standing. 

Many physicians are responding to the call of 
their country and perhaps one of the greatest 
services of the Auxiliary today can be directed 
toward comforting the wives of these brave men. 
Let us impress upon them that they are especial- 
ly welcome as Auxiliary members and that they 
may: rely completely upon our helpfulness and 
friendship. 

The Medical Auxiliary will always respond 
faithfully to the call of the public, but all ac- 
tivities which are undertaken should be done as 


a Medical Auxiliary, rather than as an individu- 
al, so that we who have the privilege of being 
identified with the medical profession, may make 
ourselves felt in the various communities, as an 
unit, standing soldidly together to protect the 
interests of medicine in an ethical way. 


I wish to assure you of my most hearty co- 
operation throughout the coming year. It is my 
sincere desire that I might have personal con- 
tact with every county auxiliary during the en- 
suing year. 


May I announce, at this time, all our officers 
and chairmen who are most happy to serve you. 
Sincerely yours, 
Louise Nix 
(Mrs. M. A. Nix, President, Woman’s 
Auxiliary to the Illinois State Medical 
Society.) ; 
ADVISORY COMMITTEE 
Dr. Frank P, Hammond, Chairman 
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Chicago, Til, 


Dr. R. K. Packard, 
826 East 61st St., 
Chicago, Ill, 


Dr. Harold Camp, 
Monmouth, IIl. 


Dr. S. E. Munson, 
504 East Monroe, 
Springfield, Ill. 
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PHYSICIANS AS ARTISTS 

“From time immemorial, medicine and art have been 
closely associated. The same skill that makes the sur- 
geon’s fingers deft with scalpel and ligature is at work 
in the beautiful examples of sculpture and carving 
shown in this book. The eye that so quickly and 
accurately evaluates the gradations in color and texture 
between normal and pathologic tissue coordinates the 
hand that wields the painter’s brush. The man who 
chooses medicine as his life’s work is largely motivated 
by a love for his fellow man, else he would select 
a vocation offering greater monetary reward. From 
the beginning, he is trained to exercise his powers 
of observations, and in time develops imagination, 
sympathy, understanding, philosophy and reverence, 
all of which are the very essence of art. Moreover, 
he deals with that most exquisite form of divine art 
and beauty, the human body. 

“An artist-physician has said: ‘The tendency of 
most persons is to regard the artist with awe as a 
superman endowed with talents not vouchsafed to the 
ordinary mortal. Most doctors have a latent artistic 
sense which may be developed to a remarkable degree 
by constant practice. When opportunity affords, slip 
away to the park or country, sit down on a camp- 
stool and practice sketching from nature. At first the 
results may not be satisfying, but in course of time you 
will be gratified to notice a marked improvement. An 
ample sketching kit may be purchased for a small 
sum and any local artist will be glad to give yon 
instruction.” 

“At the least, every physician is able to develop a 
sensitiveness to and an appreciation for fine art. He 
can also cultivate a hobby, which, if not one of the 
fine arts, is in the class of ‘work by the side of work.’ 
Dr. Charles A. Dana, who has always stressed the 
value of cultural medicine, has advised: ‘Be a col- 
lector, for example, of stamps or automobiles, or old 
books, or neckties or pins; or find diversion in some 
collateral branch of science; the lore of birds, of fish- 
ing and shooting. Make a garden or cultivate shrubs 
and flowers. These kinds of activities will make your 
life happier and your professional character more 
attractive and effective.’ ” 

— quoted from “Parergon,” published by Mead 
Johnson & Company, Evansville, Ind. Free copy avail- 
able to physicians on request. 





THE FORTUNES OF WAR 


We have learned that shelter life with its common 
sharing of danger has helped people to withstand 
peril better than isolation in small groups, which 
often contributes to the development of psychoneuroses. 
The feeling of being with others during an air raid, 
even in an insecure shelter, brings courage. 

Moreover, shelter life and community centers fill a 
need for companionship and entertainment which was 
hitherto unmet. In large cities before the war we had 
the paradox of want amid plenty, social want in the 
midst of social possibilities. — Robert Dick Gillespie, 
M.D., New York Journal of Medicine. 
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Medical Economics 





Edited by R. K. Packard, M.D., Chairman of the Committee on Medical Economics of the Illinois State 


Medical Society, 826 East 61st Street, Chicago, Illinois. 





The Atlantic Charter and The Four Free- 
doms have long intrigued me. Mr. Churchill 
assented to both and since has been content to a 


large degree not to mention or enlarge upon 


them. From his remarks or speeches he seems 
to be primarily interested in preserving the 
British Empire. 


The Atlantic Charter and The Four Free- 
doms call for freedom of speech; freedom of 
the press; freedom of worship; freedom from 
want; freedom from fear and racial equality. 
These are promises for all the peoples of the 
world — regardless of their education, tradi- 
tions and forms of government and years of en- 
vironment and hereditary tendencies. The At- 
lantic Charter and The Four Freedoms sounds 
very nice. In fact it is a laudable long term 
program. The real question is — Is it a short 
term program and whether long or short how is 
it to be acomplished ? 


If we consider freedom of speech and free- 
dom of the press there should be little debate. 
They are both fundamentals of a Democracy 
and one wonders why a Democracy should 
discuss them because without them Democracy 
ceases to exist. One might discuss in general 
our public speakers and our press writers. They 
are not above criticism and often condemna- 
tion. They take advantage of this freedom, and 
such advantage may eventually destroy this 
freedom. Public speakers, of all types, and con- 
tributions to our press should assume an atti- 
tude of education: that is they should present 
both sides of a controversy and having presented 
it in a syllogistic manner they should then 
draw their conclusions. This is not the case in 
many instances, but rather on the contrary, they 





present a one sided statement and.draw con- 
clusions on this statement. Mr. Westbrook Pegler 
is a rare exception. He states facts, is able to 
substantiate such facts and draws conclusions 
from facts. Those who are most engaged in 
freedom of speech and freedom of the press 
should be the first ones to protect it by intelli- 
gent and honest discussion. Many of our present 
day writers, and politicians are doing little to 
convince the American people that speech and 
the press are honest, intelligent and for the 
public good. | 


Freedom of worship should not be discussed. 
It is essential to democracy. Yet in our own 
country and many others we have bigots. In 
this country the number is growing less and this 
is evidence of a better civilization and the rights 
of man. 


Freedom from want is a nice statement and 
perhaps a nice theory. The questions are — 
What do peoples want and what do individuals 
want? Nations have backgrounds that cannot 
be disregraded. They have ambitions that can-: 
not be buried, and their wants are the results of 
their backgrounds and their ambitions. We can- 
not change their background or ambitions over- 
night, or by policing or by food. It must come 
through education and long term changes in 
ambition. 


Individuals wants vary considerably. Some 
men want fame, some power, some wealth, some 
notoriety and some just to be left alone to work 
out their own problems. Can we change these 
ambitions and desires by legislation or by taxa- 
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tion? I do not think so. Human beings are 
selfish and they will not be free from want as 
long as they want some one thing. Those who 
want wealth really want it, and there are plenty 
of evidences of their going to any odds to gain 
it. Those who want power are no different. 
They use all the influences of speech, press and 
corrupt actions to attain and retain that power. 


Since the birth of our republic there has 
been an understanding that the best interest of 
the Republic would be served if the power of 
government was restricted and upon that basis 
George Washington refused a third term as 
President, and all succeeding Presidents have 
acted likewise until our present President an- 
nounced that if the people demanded he would 
accede; and the history of the last Democratic 
Nationa! Convention is well known, not a case 
of acceding, but, a case of a well planned cam- 
paign to retain that power and now we face 
the fourth term. Here is a manifest desire for 
a want — a want for power. The Four Free- 
doms and the Atlantic Charter seem empty 
indeed when a single man seeks such power, 
and uses all the instruments of government to 
attain it. Now, perhaps I am wrong. Perhaps 
he feels that he is the only man capable of 
guiding our destiny. If so, democracy is very 
weak and will of necessity have to perish and 
man’s wants will not be gained for every man 
has to die in course of time, 
























Freedom from fear is imteresting. What do 





men and women fear? Some fear sickness, some 
old age, some poverty, some inability to gain 







social standing and recognition, some infidelity, 
gate their pasition, some palitics, same a de- 


pression, some that imsurance companies will 


fail, some that their children will not marry well, 
some fear that they will not have children and 








some that they will. Can we change these fears 
in all the peoples of the world by legislation? 


Do we want to change these wants and fears? 


[ do not think so — even if it were possible. 
Life is our ability to meet our fears and wants 









and master the problems concerned with them 
ana to strive to satify our wants, If you take 


you have 






wants and fears from individuals 


iothing feft, except a machine that fills a spot, 


becomes antiquated, dies and is discarded for 









another automaton. Regimentation cannot dis- 
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pel fears and wants, but it can demoralize the 
living energy of humans; because every indi- 
vidual should think of himself as sufficient to 
meet and solve his own problems rather than al- 
ways remaining a child dependent upon a benef- 
icent parent. 


One hesitates to write regarding racial equal- 
ity. It is such an abused subject. It is causing 
so much trouble in our country and largely 
because of unintelligent freedom of speech and 
freedom of the press and sordid politics. We 
should all strive for racial equality, that is a 
human goal to reach. But again, the question is 
how? Legislation freed the negro and gave 
him equal rights. Some politicians seized upon 
his right to vote and have used that for political 
purposes. Legislation does not produce equality. 
Equality comes from education, responsibility, 
good manners and decency, and good citizen- 
ship. Moving into a neighborhood or belonging 
to a club does not establish equality. A medical 
degree does not make me equal in skill, knowl- 
edge or research to all others. If I desire to be 
their equals 1 must earn such equality by my 
work, my character and my honesty. I should 
not be legislated their equal. The same is true 
in the legal profession, the dental profession, 
writers and publishers, public speakers, business 
men, engineers, chemists and all others in varied 
lines. Class hatred is not a means to the end. 
Political use is not a means to the end. Both 
accentuate and create an atmosphere that delays 
racia) equality, and more than that, they contain 


elements of real danger. 


Someone will ask what do you offer in place 
of the Atlantic Charter and the Four Freedoms? 


I offer hard work, honest politicians, education, 
honesty in the speech and press of our Jand, and 


a plea for management to assume amore in- 


telligent role in its concept of its responsibility 


to its employees and for government to assist in 


all these efforts, but not to punish all the people 


by regimentation and enfeeblement of their in- 
dividual responsibility to themselves. 

All of the freedoms that we have fought and 
died for may be upon the threshold of danger 
by a continued bureaucratic growth. The wide 


regimentation of every imdividual by the pro- 


posed amendments to the Social Security Act 


gives full proof to our trend. Physicians should 


take time to read in full the Wagner-Murray- 
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Dingell Bill especially that portion pertaining to 
hospitals and physicians. They should as intelli- 


gent citizens read the whole amendment. It 


threatens and paves the way for complete regi- 
mentation of our political, social and economic 
order. As physicians we should be interested 
in the health of the American people. Our plea 
is not for ourselves, however, we might be af- 
fected but an honest and intelligent plea that 
medicine must not be thrown under a one man 
control over every individual in our country. 
Politics and good medicine are not compatible. 
The voice of the profession against this bill is 
not enough. The voice must come from the 
people. Physicians cannot discuss this bill in- 
telligently unless they not only take time to read 
it, but they must really study it. Our appeal 
must be for the people and not for ourselves. 
The writer does not desire to condemn all 
social legislation. On the contrary he believes 
that there was need and is need for portions of 
it. Let us fight for what is good in it and 
against what we deem bad. 

R. K. Packard, M.D., Chairman 

Committee on Medical Economics 





SULFADIAZINE FOR MENINGITIS 

The routine administration of sulfadiozine 
in all cases of meningococcie infections, which 
include meningitis, is recommended by Lieu- 
tenant Colonel Lewis Webb Hill and Captain 
Haseltine Smith Lever, Medical Corps, Army 
of the United States, in their report in The 
Journal of the American Medical Association 
for September 4 on an outbreak in an army 
camp. There were no deaths in 68 consecutive 
cases. This recommendation is supported by an- 
other report in the same issue of The Journal, 
made by Lieutenant Colonel Worth B, Daniels, 
Captain Sydney Solomon and First Lieuten- 
ant William A. Jaquette Jr., Medical Corps, 


Army of the United States. 


Tuberculosis is an infectious disease but it is not 
(6 be confused with the acute infections diseases in 
which the microbiological agents, bacilli, protozoa or 
viruses, domittate and determine the course and final 
outcome of the disease, mostly in a few days or weeks. 
Tuberculosis is a very chronic disease, the subsequent 
course of which after the primary infection has taken 
Place, is determined by the social environmental condi- 
tions under which the individual is compelled to live, 
as well as by his hereditary constitution, G, Wolff and 


A. Cocco, Amer. Rev. of Tuber. Aug., 1942. 
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EVEN IF LEGAL, ADDITION OF VITA- 
MINS TO WHISKY WOULD BE 
UNDESIRABLE 

“Even if it should become legal to add vita- 
mins to alcoholic beverages, physiologic consider- 
ations would incline to make such formulas un- 
desirable,” The Journal of the American Medical 
Association for August 7 says in reference to 
the stability of vitamins in whisky. “Present 
government regulations make it illegal to add 
vitamins to alcoholic beverages. Nevertheless, 
the fact that many of the diseases associated 
with chronic alcoholism are due primarily to de- 
ficiencies in the vitamin intake of the excessive 
drinker make information on the stahility of 
vitamins in whisky of more than academic in- 
terest. A. F. Novak and S. L. Adams investi- 
gated this question by fortifying a standard 
brand of 86.8-proof whisky with riboflavin, thia- 
mine and nicotinic acid. Part of the whisky was 
exposed to daylight in clear bottles and part in 
amber bottles, and a control portion was stored 
in the dark. The result of the assays showed that 
riboflavin is unstable in whisky, since a reduc- 
tion of 50 per cent of the amount added occurred 
in both paper-wrapped and amber bottles at the 
end of the two month period. At the end of six 
months assays indicated that loss of thiamine or 
nicotinic acid had not occurred and that these 
members of the vitamin B complex appear to be 
stable in whisky.” 





WARK WOUNDS 

Clinical evidence suggested that if infection 
was to be avoided and first intention healing 
promoted, the following rules must be observed : 
(1) the operation must be performed within six 
or eight hours of injury, all devitalized and 
contaminated tissues being completely removed ; 
(2) no deep layer of the wound must be su- 
tured, but, on the contrary, deep fascia must be 
freely divided to avoid strangulation of muscles 
and permit normal vascularity despite reaction- 
ary edema; (8) a sulfonamide drug must be 
implanted locally in the form of powder or tab- 
lets; (4) the skin and the skin alone must be 
sutured; (5) the sutured skin must be dried by 
exposure to the air and not covered with dress- 
ings or plaster which become sodden, and, by 


macerating the skin, encourage the growth of 
skin organisms.—R. Watson Jones, Bulletin of 


War Medicine. 
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PLAN FOR THE ALLOCATION OF 
INTERNS AND RESIDENTS 
IN HOSPITALS, 1944 


Approved by Directing Board, Procurement 
and Assignment Service 

In view of changing needs, both civilian and military, 
and of the last year’s experience in attempting an 
allocation of hospital house staffs, a new allocation 
plan has been developed. It involves three major 
changes. The first of these is that internships and resi- 
dencies are being changed over from a twelve to a 
nine month base period to remedy the difficulties in- 
herent in a nine month medical school year and a 
twelve month hospital year. The second is that 
certain essential commissioned men will be permitted 
to give some service as hospital residents, under con- 
ditions outlined here. The third is that interns as well 
as residents are included in the allocation plan. One 
of the reasons for this change is that hospitals which 
have shifted from two year to one year internships 
have drained by approximately 1,400 the supply of 
interns which would in earlier years have been avail- 
able to smaller hospitals. 


COMPLIANCE 

This year certain hospitals have failed to cooperate 
with the Procurement and Assignment Service plan 
because of their reliance on Selective Service defer- 
ments for the maintenance of their staffs. Since Se- 
lective Service deferment of residents is rapidly be- 
coming a thing of the past, hospitals will find it of 
great advantage to cooperate with the Surgeons Gen- 
eral and the Procurement and Assignment Service 
in this new allocation plan, which is designed to 
provide an equitable distribution of the house staff 
members available. 


SHIFT FROM TWELVE TO NINE MONTH BASE 
There has been general dissatisfaction with the 
three month overlapping of intern and resident serv- 
ices, which have been wasteful of urgently needed 
medical manpower. 


To remedy this situation the Directing Board of 
Procurement and Assignment Service proposed on the 
recommendation of its Hospital Committee that a 
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nine-nine-nine month plan be adopted. For those men 
who would be commissioned the proposal was: 

The internship should be reduced from twelve to 
nine months, 

One half of the interns should be retained for a 
second nine months as assistant residents. 


One half of that group should be retained for a 
third nine month period as residents. 
AGREEMENT WITH SURGEONS GENERAL 
This proposal has been accepted by the Surgeons 
General of the Army and Navy in this modified form: 


The internship shall be reduced to nine months, 


One third of the interns who hold commissions in 
the Army and Navy may be deferred for nine months 
(tenth to eighteenth months). 


One half of this number or one sixth of the total 
number of commissioned interns may be deferred for 
an additional nine months (nineteenth to twenty-sev- 
enth months). 


Acceptance of the plan by the Surgeons General 
is conditional on agreement by the state boards of 
medical examiners that eligibility for licensure of 
those who receive only nine months’ internship will 
not be impaired and with the understanding that in- 
ternships shal] begin within thirty days after the com- 
pletion of the medical course and that hospitals will 
limit their appointments of interns and residents to 
individuals who hold commissions or who have been 
officially rejected for commissions in the armed forces. 


DEFINITION 
In the interest of uniformity under this program 
the Procurement and Assignment Service will classify 
house officers as follows: interns during the first nine 
months, assistant residents during the second nine 
months and residents during the third nine months of 
hospital service. 


The Procurement and Assignment Service believes 
that minimum adequate hospital medical service can 
be provided only if each hospital exerts every effort 
to obtain and retain women and physically disquali- 
fied house officers, since the number of men to be 
deferred by the armed services will not be adequate 
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to meet even the minimal needs for hospital residents, 
and since the Procurement and Assignment Service 
cannot assign men to house staff positions. 

The overall cut will be about one third. For the 
average hospital the allocation for 1944 will be some- 
what less than two thirds of the 1940 number of 
residents and two thirds to three fourths of the 1940 
number of interns.” It will be necessary in general to 
make proportionate cuts from 1940 in the new house 
staff quotas with certain adjustments for present 
teaching loads and pronounced shifts in patient popu- 
lation. The number of house staffs included in the 
quotas of the individual hospitals will include women 
physicians and all male physicians whether or not 
physically disqualified and whether or not commis- 
sioned. The allocation of this personnel will be 
primarily on the basis of the needs for civilian medi- 
cal care. 


CHANGE OVER TO NINE MONTH PLAN 


Under this plan two thirds of all commissioned in- 
terns now in hospitals will be eligible for orders to 
active duty on or about Jan. 1, 1944 (nine months 
after the beginning of their internships) and at about 
the time the new graduates will be beginning their 
internships. 

In many hopsitals there are residents holding com- 
missions who have already been deferred by the Army 
or Navy until July 1, 1944. 

On their departure certain house staffs will be re- 
duced below the quota level for three months. For 
most hospitals this will come at a time of relatively 
low census. In cases of extreme difficulty every effort 
will be made by the Procurement and Assignment 
Service to assist the hospitals through this three 
month period. 


PROCEDURES 


All hospitals have been asked to submit immediately 
analyses of their present and past situations for the 
purpose of facilitating this allocation for 1944. Based 
on this information and on field studies now in 
progress, the Hospital Committee will complete its 
estimates of the total number of physicians who will 
be available for house staff positions in 1944. With 
this information the committee will set house staff 
quotas for each hospital and from them build state 
quotas. In setting tentative quotas by the Procure- 
ment and Assignment Service for individual hospitals, 
consideration will be given to obvious injustices which 
might occur in a too arbitrary application of the 
allocation plan. 


Each state will be required to remain within its 
total quota; that is, no requests will be granted for 
deferments which would bring a state total over the 
quota established for that state. The state chairman 
may find it desirable to make certain changes in hos- 
Pital allotments within the limits of his total state 


1. The 1940 figure for interns includes all physicians reported 
as interns by the educational number of The Journal of the 
American Medical Association regardless of the length of 
their appointment.. 
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quota. Such changes will be subject to appeal and 


review at the national level. State chairmen will re- 


ceive requests for deferments from hospitals and 
transmit them to the Washington office of the Pro- 


curement and Assignment Service, which will review 
them and make recommendations to he Surgeon Gen- 
erals. 

A commissioned intern may move to a_ second 
hospital at the end of his nine or eighteen month 
service, so a hospital may ask for the service of a 
commissioned intern or assistant resident from another 
hospital for a nine month assistant residency or resi- 
dency. In other words, movements of physicians on 
house staff shall not be discontinued or discouraged 
as long as the physician desires the hospital service 
and the hospital and state remain within their quotas. 


* * 


METHOD OF SELECTING PREMEDICAL 
AND PREDENTAL STUDENTS FOR 
ENTRANCE IN THE MEDICAL 
- AND DENTAL SCHOOLS 


The Bureau of Naval Personnel of the Navy 
Department has announced that students shall 
be selected for medical or dental training in the 
V-12 Program on the basis of their potential 
professional ability and on their records through 
the end of their third premedical term. Selec- 
tion shall be made as early as practicable in the 
fourth term of the applicant’s premedical work 
with the two following exceptions: 


(a) For the first such selection, men who 
have already advanced beyond their fourth term 
will be considered on the basis of their work 
through the last term completed. 


(b) Former apprentice seamen V-1 and V-7 
who were accepted by approved medical schools 
or accredited dental schools prior to July 1, 
1943 will be assigned to the schools which ac- 
cepted their applications without further review 
of their credentials by the Committee of Deans 
referred to. 


For both medical and dental students there is 
to be a committee in each naval district com- 
posed of deans of the medical or dental schools, 
or their representatives, in the district and the 
district training officer as a consultant member, 
which shall be requested to prepare lists of pre- 
medical and predental students for considera- 
tion for medical training. The Bureau of Naval 
Personnel will assign students from these lists 
to fill available vacancies in approved and ac- 
credited dental and medical schools throughout 
the country on the following basis: 
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(a) In the case of a nationwide excess of 
qualified students, the same percentage of quali- 
fied students from the top of each list down is to 
be assigned to medical and dental training from 
each district. 

(b) All men selected in accordance with the 
foregoing procedure who complete premedical 
work at the end of a given Navy V-12 term are 
to enter medical or dental school before men 
finishing their premedical or predental studies 
at the end of a later term. 

(c) Men selected for medical or dental train- 
ing are to be assigned to schools in their dis- 
tricts if possible without violating (b). If not 
possible to assign men to schools in their dis- 
tricts, they will be assigned to schools in the 
nearest districts that have vacancies. 


(d) Men are to be assigned to the school of 
their choice if possible without violating (b) 
or (c). 

* * 
NEW DISPENSARY HOSPITAL UNITS 


The Bureau of Medicine and Surgery of the 
Navy has announced that new dispensary hos- 
pital units have been completed at six auxiliary 
airfields in Florida, each containing ward facili- 
ties for 42 patients, x-ray equipment, complete 
laboratory facilities, flight surgeons’ instru- 
ments, examining room and the usual medical, 
surgical and pharmacy facilities. Three medical 
and two dental officers will be assigned to each 
unit. 

* * 
AVIATION MEDICAL EXAMINERS 

Graduation exercises were held at the School 
of Aviation Medicine, Randolph Field, Texas, 
on July 15, following completion of the course 
for aviation medical examiners. The didactic 
portion of the course was conducted at Ran- 
dolph Field, Texas, and the practical portion of 
the course at the three army air forces classi- 
fication centers. The list of Illinois graduates 
follows: 

Edward M. Baskerville, Captain, Joliet. 
Thomas J. Bonick, Ist Lieut., Chicago Heights. 
Sheldon S. Brownton, Lieut. Col., Rantoul. 
William H. Delicate, Captain, Edwardsville. 
Willis G. Diffenbaugh, Captain, Chicago. 

Allan Michel Goldman, Captain, Chicago. 
Kendall Decatur Gregory, Captain, Decatur. 
Stanley R. Grudzien, 1st Lieut., Chicago. 
Joseph H. Kaplan, 1st Lieut., Rockford. 
Clayton J. Lundy, Major, Chicago. 
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Foster L. McMillan, Major, Chicago. 
Kenneth J. Malmberg, Ist Lieut., Auburn. 
Hosmer T. Merrell, Ist Lieut., Chicago. 
John E. Miller, Captain, Quincy. 
Joseph M. Mitrick, Captain, Chicago. 
Milton M. Mosko, Captain, Chicago. 
William H. Orcutt, Captain, Chicago. 
Harry J. Parker, Ist Lieut., Chicago. 
Charles E. Pugh Jr., 1st Lieut., Chicago. 
Peter A. Reierson, Captain, Manteno. 
Louis P. River, Major, Oak Park. 
Frank J. Saletta, Ist Lieut., Chicago. 
Albert Frank Stein, Major, Chicago. 
Joseph G. Stone, Ist Lieut., Cicero. 
Henry S. Swiontek, 1st Lieut., Berwyn. 
Max T. Van Orden, Ist Lieut., Chicago. 
LeRoy E. Walter, 1st Lieut., Chicago. 
Harold H. Was, 1st Lieut., Chicago. 
Charles L. Watters, Ist Lieut., Geneseo. 
Tom L. Weber, 1st Lieut., Olney. 


* * 
THE U. 8. CADET NURSE CORPS 


Surg. Gen. Thomas Parran, U. S. Public | 


Health Service, Miss Lucile Petry and Mrs. 


Eugenia K. Spalding, director and associate di- | 
rector respectively of the U. S. Cadet Nurse | 
Corps, have completed a nationwide tour in re- | 


sponse to a request from the National Nursing 
Council for War Service and the American Hos- 
pital Association to provide first hand informa- 
tion to hospitals and nursing schools about the 
new Nurse Corps. The tour began at Harris- 
burg on August 9 and ended at Seattle on Sep- 
tember 1. Great interest has been shown in this 
new program, which will provide nursing edu- 
cation without cost to the student. This is not 
a federally standardized program, Dr. Parran 
said ; corps members will attend any of the thir- 
teen hundred accredited nursing schools that 
meet requirements of the law. The quota for the 
corps is 65,000 new student nurses this year. 
They will receive monthly allowances of from 
$15 to at least $30, and during the final period 
of training maintenance and monthly allow- 
ances will be paid by the school of nursing or 
hospital. 
* * 
PHARMACY CORPS ESTABLISHED IN 
MEDICAL DEPARTMENT 


The Seventy-Eighth Congress passed Public 
Law No. 130 establishing a Pharmacy Corps in 
the Medical Department of the Army to co2- 
sist of seventy-two officers in grades from colonel 
to second lieutenant. Appointments in the 
Pharmacy Corps ‘will be made in the grades of 
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second lieutenant from pharmacists between 21 
and 32 years of age who are graduates of recog- 
nized pharmacy schools requiring four years of 
instruction, under such regulations as the Sec- 
retary of War shall prescribe. Officers of the 
Pharmacy Corps will be promoted to first lieu- 
tenant after three years’ service, to captain after 
six years’ service, to major after twelve years’ 
service, to lieutenant colonel after twenty years’ 
service and to colonel after twenty-six years’ 
service, provided officers in the Regular Army 
holding commissions in the Medical Adminis- 
trative Corps on the date this law was enacted 
shall be transferred to the Pharmacy Corps and 
commissioned in grade in that corps in addi- 
tion to the seventy-two officers authorized *for 
the Pharmacy Corps. The act was approved on 
July 12. 
* * 
HOW HOSPITALS CAN EASE THE 
NURSING SHORTAGE 

According to the American Red Cross, Army 
nurses are now on duty in 537 stations in the 
United States and in 28 countries outside the 
United States: Africa, Alaska, Aruba, Aus- 
tralia, Bermuda, Canada, Egypt, England, the 
Fiji Islands, Greenland, Hawaii, Iceland, India, 
Iran, Ireland, Jamaica, Newfoundland, New 
Caledonia, New Guinea, New Zealand, Pantel- 
leria, Palestine, Panama, Puerto Rico, Philip- 
pine Islands, South America (Brazil), Sicily, 
Trinidad. 


Navy nurses are on duty in 212 stations in 
the United States, including all naval air sta- 
tions in the interior. They are assigned also 
to 27 countries outside the continental United 
States, including Alaska, Hawaii, Puerto Rico, 
Cuba, the Panama Canal Zone, Australia, Trini- 
dad, the Virgin Islands and many of the islands 
of the South Pacific. They are at work on the 
two navy hospital ships Solace and Relief and 
will go on duty on the two new hospital ships 
after they are commissioned. 


Nurses of the Army and Navy are flying to 
distant outposts to bring back wounded soldiers 
to general hospitals to the rear of the battle 
fronts or in this country; they are serving on 
troop transports which fly through enemy in- 
fested waters in every part of the globe; they 
are working in tent hospitals so close to the 
fighting that a helmet is an essential part of 
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their uniform; they are helping pick up the 
wounded in the South Pacific who without their 
ministrations on hospital ships might have died. 
Courageous and devoted to duty, they are hailed 
as “good soldiers” in hundreds of hospitals in 
this global war. 

Definite ways in which hospitals can make 
adjustments so as to ease the nursing shortage 
and make it possible for more nurses to be re- 
leased for military duty without endangering 
life and health of their patients are: 

1. Increased use of Red Cross Volunteer 
Nurse’s Aides. 

2. Increased use of part time graduate nurses 
who are not able to give full time; this will 
mean adjustment to time honored schedules so 
as to suit the convenience of married women 
with home responsibilities. 

3. Use of special nurses for critically ill 
patients only. 

4, Increased use of group nursing so as to al- 
low one special nurse to care for 2 or more 
patients. 

5. Elimination of all luxury nursing, regard- 
less of the financial status of the patient. 

6. Careful study of nursing practice, so as 
to limit nurses to the carrying on of profes- 
sional duties only, thus turning over more duties 
to nonprofessional aides. 

?. Careful screening of surgical operations so 
as to include only urgent cases. 

8. Better understanding on the part of hos- 
pital management, including board members, 
that it is their patriotic duty to allow nurses 
to join the Army or Navy and to put no ob- 
stacle in their path. 

9. Adherence to regulations about visiting 
hours. 

10. Prescribing of certain hours for the de- 
livery of flowers for patients. 

* * 
WACS TO BE ENROLLED IN ARMY-NAVY 
HOSPITAL SCHOOL 


The War Department announced on August 
19 that new opportunities have been opened to 
members of the Women’s Army Corps for train- 
ing and service in the Army Medical Depart- 
ment. Beginning September 10 the first of 
more than a thousand members of the WAC 
will be enrolled in the Army-Navy Hospital 
School, Hot Springs, Ark., in military hospital 
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training courses. Graduates will be assigned to 
duty at general and station hospitals. This 
action is indicative of the opportunities that will 
present themselves to members of the Women’s 
Army Corps. Each Wac selected to attend the 
school will be given training in one of five 
courses. New classes will be started on the tenth 
day of each month. Three of the courses, those 
for training x-ray technicians, are of three 
months’ duration. For each of these forty-five 
women will be selected initially. Courses for 
training medical and surgical technicians are of 
two months’ duration, for each of which a 
hundred WACs will be selected initially. The 
new field of training now opened to members of 
the WAC has heretofore been restricted to male 
military personnel. 
+. * 
BLOOD DONOR SERVICE 


A Statement on the Functions of the American Red 
Cross Blood Donor Service 


Frequent requests are made to the American Red 
Cross to supply whole blood or blood plasma to in- 
dividuals, to hospitals and to Army or Navy medical 
units in this country. The requests are based largely 
on misunderstandings of the functions of the Red 
Cross Blood Donor Service. In order to clear up 
these misunderstandings the following statement is 
issued with the approval of the Medical Services of 
the Army and Navy: 

1. The Red Cross Blood Donor Service is the only 
agency through which the people of this country may 
give their blood to the Army and Navy for the pro- 
duction of dried plasma or serum albumin. 

2. No facilities are provided for procuring whole 
blood from volunteer or paid donors for transfusions 
to be used either by the public or by Army and Navy 
medical personnel. The Red Cross Blood Donor Serv- 
ice is not a blood bark service. 

3. All blood procured by the Red Cross Blood 
Donor Service is delivered immediately to processing 
laboratories, where it becomes the property of the 
Army or Navy. Most of the blood is processed into 
dried plasma or serum albumin to be used for the 
armed forces in foreign service or on naval vessels. 
Some of the blood, however, is processed into liquid 
plasma for use in military hospitals in this country. 
The Red Cross has no jurisdiction over the distri- 
bution of these blood substitutes and therefore can- 
not furnish them to any one. 

4. The Medical Services of the Army and Navy 
have adequate supplies of liquid plasma for use in 
their hospitals in this country, which may be obtained 
by medical officers through regular channels as fol- 
lows: 


The source of supply for the Army has been set 
forth in an army circular letter which reads: 
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Thawed blood plasma (liquid plasma) is available 
to all army station and general hospitals within the 
continental United States. Liquid plasma will be sup- 
plied by processing centers as follows: 

(a) Army Medical School, Washington, D. C., will 
supply the first, second and third service commands, 

(b) LaGarde General Hospital, New Orleans, will 
supply the fourth and fifth service commands. 

(c) Fitzsimons General Hospital, Denver, will sup- 
ply the sixth, seventh and ninth service commands. 

(d) The Eighth Service Command Laboratory, Fort 
Sam Houston, Texas, will supply the eighth service 
command. 

A supply of blood plasma for naval hospitals may 
be obtained by applying to the Commanding Officer, 
U. S. Naval Medical School, Naval Medical Center, 
Bethesda, Md. 

5« All inquiries to the Red Cross from medical offi- 
cers of the Army or Navy should be answered with 
the foregoing information. 

6. All military units on foreign service or naval 
units on sea duty are being provided with adequate 
supplies of blood plasma or serum albumin as deter- 
mined by the representatives of the Surgeon Generals. 

7. The Army and Navy have agreed to use blood 
plasma obtained only through regular military chan- 
nels. 

G. Cansy Rosrnson, M. D. 
National Director, 
Blood Donor Service 


* * 
MORE -PHYSICAL THERAPY AIDES 
WANTED 


Physical therapy aides are now serving in 140 
army hospitals in the United States and in 32 
overseas. The administration of physical therapy 
requires knowledge of anatomy, physiology and 
pathology. It includes treatment by means of mas- 
sage, exercise, electricity, water and various forms of 
heat. The Medical Department has expanded its 
training program so that student physical therapy 
aides are being trained at Walter Reed General 
Hospital, Washington, D. C.; Fitzsimons General 
Hospital, Denver; Brooke General Hospital, Fort 
Sam Houston, Texas; Army and Navy General 
Hospital, Hot Springs, Ark., and O’Reilly General 
Hospital, Springfield, Mo. Over twenty civilian in- 
stitutions are also cooperating in training physical 
therapy aides. Many of these courses have been in- 
tensified and reduced to courses of six months’ dura- 
tion to meet the emergency. Civilian hospitals con- 
ducting such courses are Children’s Hospital, Los 
Angeles; College of Medical Evangelists, Los 
Angeles; University of California Hospital, San 
Francisco; Stanford University, Palo Alto, Calif.; 
Northwestern University Medical School, Chicago; 
State University of Iowa Medical School, Iowa City: 
Bouve-Boston School of Physical Education, Boston; 
Harvard Medical School, Cambridge, Mass.; Boston 
University-Sargent College of Physical Education, 
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Boston; University of Minnesota, Minneapolis; Mayo 
Clinic, Rochester, Minn.; Barnes Hospital, St. Louis; 
St. Louis University School of Nursing, St. Louis; 
University of Buffalo School of Nursing, Buffalo; 
Hospital for Special Surgery, New York; New York 
University, New York; Cleveland Clinic Foundation 
Hospital, Cleveland; D. T. Watson School of Physio- 
Therapy, Leetsdale, Pa.; Graduate Hospital of the 
University of Pennsylvania, Philadelphia; Richmond 
Professional Institute, Richmond, Va.; University of 
Wisconsin Medical School, Madison. 

To be eligible for appointment as a Medical De- 
partment physical therapy aide on a military status 
an applicant must have completed two years in an ap- 
proved college with emphasis on physical education or 
biologic science, or graduated from an accredited 
course in nursing; and, in addition to one of the 
foregoing, completed a training course in physical 
therapy approved by the Surgeon General. She must 
be at least 5 feet tall and weigh 105 pounds, must 
not have passed her 45th birthday, must be a citizen 
of the United States or a cobelligerent or friendly 
country, must meet the physical requirements as 
prescribed in Army Regulations and have no de- 
pendent children under 14 years of age. 

Current Army needs are for 1,000 additional 
trained physical therapy aides. They are being re- 
cruited through the Officer Procurement Service, 
located in each of the nine service commands of the 
Army and in the large cities. 

On Dec. 22, 1942 the President signed Public 
Law No. 828, which brought physical therapy aides 
into the Army on the same basis as Army nurses. 
Under the act the aides receive an initial issue of 
clothing, including six regulation white uniforms and 
caps, a woolen street uniform, woolen cape, shoes, 
purse and other articles. The only difference in 
the appearance of Army nurses and physical therapy 
aides is in the insignia worn. Army nurses have the 
letter N on the caduceus while physical therapy aides 
have the letter PT on the caduceus. 


SULFAMERAZINE AVAILABLE 


Sulfamerazine, a new compound that simplifies dos- 
age and lowers costs in sulfonamide therapy, is now 
available for general use in the treatment of infec- 
tions due to hemolytic'streptococci, meningococci, pneu- 
mococci and gonococci. Developed at the Medical- 
Research Laboratories of Sharp & Dohme, sulfamer- 
azine has been subjected to extensive pharmacologic 
investigation and was studied clinically in the treat- 
ment of about 2,000 patients prior to its release. 

The chemical name for sulfamerazine is 2-sulfanil- 
amido-4-methylpyrimidine, or monomethylsulfadiazine. 
In comparison to sulfadiazine and sulfathiazole, 
sulfamerazine is more rapidly and completely ab- 
sorbed from the gastrointestinal tract and more slowly 
eliminated by the kidneys. Thus, therapeutic con- 
centrations in the blood and tissues are produced and 
maintained by smaller or less frequent doses of 
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sulfamerazine as compared to other sulfonamide com- 
pounds. This characteristic is an important advantage 
in the treatment of critically-ill patients who must 
be disturbed as little as possible. For example, in 
acute infections as little as possible. For example, in 
azine or other sulfonamide daily, the same therapeutic 
results may be obtained with a minimum of incon- 
venience to the patient — and at proportionately lower 
cost — by only two or three doses of sulfamerazine. 
Adequate serum concentrations of sulfamerazine. may 
be maintained by oral administration of 1 Gm. every 
8 hours, following an initial dose of 3 or 4 Gm. In 
acute gonococcic infections, 1.5 Gm. of sulfamerazine 
every 12 hours has been suggested. Equally well- 
sustained therapeutic concentrations may be achieved 
more rapidly by intravenous administration of sodium 
sulfamerazine in solution. 

Sulfamerazine has been referred to as the most out- 
standing advance in sulfonamide therapy since the 
introduction of sulfanilamide. Historically, sulfapyr- 
idine followed sulfanilamide but, although possessing 
the added advantage of being more effective in the 
treatment of pneumonia, it has a relatively high tox- 
icity. Sulfathiazole and sulfadiazine, introduced later, 
proved less toxic. Sulfamerazine, with toxicity not 
exceeding sulfadiazine and more efficient therapeu- 
tically on a dosage basis, possesses three outstanding 
additional qualities: First, more rapid absorption fol- 
lowing oral administration, thereby minimizing the 
need of intravenous therapy; second, more complete 
absorption, resulting in higher blood levels, and, third, 
longer retention, resulting in reduction of the total 
dosage or, what is more important, prolongation of the 
time interval between doses. 


In addition to its greater therapeutic efficiency, 
sulfamerazine is no more expensive to produce than 
sulfadiazine, and the smaller dosage of sulfamerazine 
means a decided economy to the patient. Because of 
these advantages, it is anticipated that sulfamerazine 
will rapidly displace the sulfonamides now commonly 
used. 


Sulfamerazine is supplied by Sharp & Dohme in 0.5 
Gm. and 0.25 Gm. tablets; 1 Gm. vial Chemical Re- 
agent; and Sodium Sulfamerazine, 5 Gm. vial of 
sterile powder for intravenous administration. 


Once I had a little pet bird 

Had the prettiest voice you ever heard 
But he’s gone 

Some cat got him 


Then I had a little pet mouse 
Dazzling squirming little mouse 
But he’s ate 

Some cat got him 


Once I had a handsome beau 
He had a bus 

Lots of cash to spend you know 
[ could cuss 

Some cat got him 
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THE EVALUATION OF THE PATIENT 
WITH HEART DISEASE AS A 
SURGICAL RISK 


LAWRENCE E. Hines, M.D. 
CHICAGO 


The difficulty of deciding when a patient 
with heart disease can tolerate a surgical pro- 
cedure may be illustrated by the following case: 
G. A. an obese white male aged 42 had been hos- 
pitalized for two months for coronary throm- 
bosis in 1941. Symptomatic recovery was com- 
plete. He remained well until nine months later 
when the car he was driving collided with a post. 
He sustained a dislocation of the right hip and 
when he arrived in the hospital he was in shock. 
Later he developed left ventricular failure with 
pulmonary edema. For ten days no attempt was 
made to reduce the dislocation because of shock 
and heart failure. Then because the obesity and 
helpless leg was causing such great discomfort 
it was decided that the risk of surgery was jus- 
tified in spite of an obvious hazard. The reduc- 
tion of the dislocation was affected by manipula- 
tion after only five minutes of ethylene anes- 
thesia but death occured before he gained con- 
sciousness. 


This case suggests the complexity of the 
problem. It is evident that simple rules cannot 
be formulated for the problem. Occasionally 
surgery in a patient with normal cardiovascular 
apparatus is capable of precipitating such fatal 
incidents as pulmonary emboli, coronary throm- 
bosis, ventricular fibrillation or cardiac stand- 
still. In the patient with heart disease we have 


Read before the Section on Medicine, 103rd Annual Meet- 
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this small risk plus whatever additional risk is 
added by the heart disease. To evaluate this 
added risk we must base our judgment on sound 
principles: First an accurate complete heart di- 
agnosis must be made; second the prognosis of 
the abnormalities found in the heart must be 
known; third the urgency of the surgery should 
be ascertained; and fourth if the surgery is 
classed as urgent the degree of helplessness of 
the heart disease should be estimated. 

As an outgrowth of efforts by the American 
Heart Association most hospitals and clinics re- 
quire for complete heart study an etiologic, ana- 
tomic, physiological and functional diagnosis. In 
many instances the information obtained from a 
careful history and physical examination will 
supply enough information to complete the diag- 
nosis. In other cases Roentenograms of the 
heart, electrocardiograms and other laboratory 
procedures are required. When the diagnosis has 
been made the prognosis can be considered. This 
must be based on statistical studies, personal ex- 
periences and the recorded experiences of others. 
The variation in prognosis is as wide as the 
variation in types of heart disease and must be 
discussed according to each type. 

The Etiologic Type: Age is the most impor- 
tant etiological factor in the mortality of heart 
disease during surgery. In a series studied by 
Sprague two thirds of the mortality from heart 
disease during surgery occurred in patients over 
50 years. The hypertensive who has not yet ac- ' 
quired arteriosclerotic changes in heart or kid- 
neys is well able to tolerate surgery. However 
the drop in blood pressure which is produced 
during spinal anesthesia should make us cautious 
of using this anesthetic if the patient has hy- 
pertension. 
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Patients with inactive rheumatic heart disease 
with normal sinus rhythm and no congestive 
failure stand surgery with little added danger. 
If syphilis is the etiologic agent the hazard of 
sudden death is increased. The exact reason for 
this is not known. The thyrotoxic heart is usu- 
ally considered a good surgical risk. Active in 
fections of endocardium or myocardium of 
known or unknown bacteriology and toxins af- 
fecting myocardium present serious problems. 

The Anatomical Type: Patients with uncom- 
plicated valvular heart disease who show no ab- 
normal mechanism and who are not in congestive 
failure are exceptionally good risks. Elective 
surgery is justified for patients of this type. It 
might be permitted to generalize here to the 
effect that murmurs are no contraindication to 
surgery or anesthesia. 

The lesions of coronary arteries and myocardi- 
um produced by arteriosclerosis comprise a group 
responsible for many unexpected deaths during 
the operation or afterwards. Here such entities 
as coronary thrombosis, myocardial fibrosis, or 
so called fibrous myocarditis may not be appar- 
ent unless the heart study is complete and care- 
ful. Electrocardiograms often reveal changes 
which would otherwise remain unknown in pa- 
tients of this group. Perhaps routine electro- 
cardiograms in the middle aged and elderly 
groups would reveal enough obscure lesions to 
warrant its use. Certainly if anesthesia and the 
shock of surgery is added to an imminent or be- 
ginning thrombosis of the coronary artery the 
result might be fatal. Sudden deaths in this 
group are attributed to ventricular fibrillation, 
acute dilatation, acute left ventricular failure 
and occasionally rupture of the heart. In the 
convalescent period patients in this group may 
develop congestive failure. 

The aortic or ventricular aneurysm are lesions 
which also present great hazards during surgery. 

The Physiologic Type: The abnormal mech- 
anisms encountered before surgery should be 
accurately diagnosed and confirmed by the elec- 
trocardiogram. Sinus arrhythmia is a harmless 
type and should be disregarded. Occasional 
premature contractions or extrasystoles do not 
prove the existence of heart disease. Even anes- 
thesia can produce them. Multiple extrasystoles 
should be viewed with more concern but by them- 
selves are not sufficient to contraindicate sur- 
gery. Auricular fibrillation per se adds a hazard 
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to surgery because of the higher incidence of 
embolic phenomena and also because the fibril- 
lating heart is more likely to develop congestive 
failure. Unless the surgery is urgent there 
should be postponement until digitalization or 
other therapy renders the heart safer. Thyroid 
patients with auricular fibrillation tolerate sur- 
gery better than any other etiologic type. 

Paroxysmal tachycardia is occasionally initi- 
ated by anesthesia and occasionally develops in 
the convalescent period. The mechanism itself 
does not usually represent serious underlying dis- 
ease but it may produce shock or aggravate such 
a tendency by further lowering the blood pres- 
sure. Paroxysms of auricular fibrillation and 
auricular flutter may also induce shock in the 
same way. 

The various forms of block cannot be placed 
in one category. It is probably better to evaluate 
the seriousness of such patients on the basis 
of the underlying myocardial lesion. Complete 
heart block per se offers an additional hazard 
because of the danger of fatal attack of Adams 
Stokes syndrome. 

In the analysis of the heart the most impor- 
tant question to answer is whether or not there 
is congestive failure. This is determined chiefly 
by the history of dyspnea, cough, fatigue on ex- 
ertion and findings of congestion in lungs, liver 
or other viscera. Although congestive failure pre- 
sents an infinite variation in degrees of severity, 
it is generally a safe rule to advise operation only 
for the most urgent indications even if the de- 
compensation is mild. Here the surgical condi- 
tion must dictate the decision. If it is safe to 
dictate the decision. If it is safe to delay, appro- 
delay, appropriate treatment by rest, digitalis, 
or mercurial diuretics will render the surgery 
safer. 

The analysis of the risk involved by angina 
pectoris not complicated by coronary thrombosis 
may be very difficult. It is well known that pa- 
tients may live as long as thirty years with se- 
vere attacks of angina pectoris. ‘Whether they 
die in a chair at home or on an operating table 
one guess is as good as another. In studying the 
risk such surgical diseases as diaphragmatic 
hernias might be undertaken more readily be- 
cause it is capable of causing the attacks. 

An estimation of the urgency of the surgery 
is important at all times. Ruptured viscera, a 
gangrenous extremity, acute appendicitis are 
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examples that could be classed as extremely ur- 
gent and an indication for surgery regardless of 
how sick the patient is. At the other end of the 
scale the patient with an ovarian cyst, a fibroid 
or gall stones would represent a type in which 
surgery should be performed only when the 
heart disease is mild. 

The patient classed as helpless includes one 


with heart failure of long standing unable to 
respond further to treatment. In such a patient 


even surgery of urgent type is optional. 
SUMMARY 


The evaluation of the heart patient as a sur- 


gical risk is frequently difficult. The decision 


should be made as the result of: A complete 


heart diagnosis derived after careful study of 
the patient; a knowledge of the prognosis of the 


various heart abnormalities; and an estimate 
of the urgency of the surgery. 


DISCUSSION 


Berteam J. Fitegerald, M.D. (Chicago): Anesthesia 
constitutes one of the most important questions that 
arise in the surgery of the cardiac, Many anesthetics 
are available and a brief discussion of them is in 
order, Guede] states that certain circulatory accidents 
during anesthesia are due roughly to either an in- 
creased blood pressure, a decreased blood pressure or 


ventricular fibrillation. 
The prerequisites of a good anesthetic are first, 


, , / dee 
quick induction. This is important because any strug- 
eling during induction affects the blood pressure and 


(laces & ditect load ugott the heart muscle. 

The second is oxygenation. This is important, ob- 
yiowy, because anoxtinia from any cause lowers the 
efficiency of the heart. Adriani states that anesthesia 
complicated by anoxia is accompanied by rises in blopd 


pressure, increased cardiac irritability, changes in 
rhythm and other circulatory disturbances. 


The third prerequisite is relaxation. This is of par- 
ticular importance in abdominal surgery imasmuch as 
the cette required for surgery 1s materially decreased. 
This, in turn, reduces the possibility of shock and 
continued anoxia, 

Trauma incident to the handling of tissues is one of 
the foremost factors ia the gradaction af shock. 

Of the warious anesthetics, chloroform is contrain- 
dicated because it is directly toxic to heart muscle 
and should not be used. Intravenous anesthesia is 
questionable because of the variability in the response 
of the patient to a given dose. It has a depressing 
action on respiration and the fall in blood pressure 
very often complicates it. 

Rectal anesthesia produces a fal) in systolic blood 


pressure shortly after administration. This fall in 
blood pressure, together with the depressing effect on 


resiration, makes it of questionable use in the cardiac 
patient. 
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Cyclopropane, while it permits of a large amount 
of oxygen, is known to produce many cardiac irregu- 
larities and arrhythmias, particularly when used for 
deep anesthesia, Wirth states that there may be either 
a rise or fall in blood pressure and that postoperative 
shock occurs frequently with this anesthetic. 

Ethylene and nitrous oxide are capable of quick in- 
duction but have the disadvantage of a low oxygen 
percentage and do not produce as much relaxation as 
is desired for many procedures, They do not affect 
the heart rate and the blood pressure is little affected. 
They are suitable for short procedures and where re- 
laxation is not important. 

Adriani states that “unless adequate premedication 
is used, a certain degree of anoxia always accompanies 
anesthesia with these agents. Anoxia superimposed 
upon nitrous oxide or ethylene may be followed by 
respiratory and cardiac failure and transient or even 


permanent damage to the centra! nervous system.” 
He states that “accidents with these agents are the 
result of asphyxia produced by too great a reduction 
of O, tension.” 

Local infiltration or block anesthesia has definite 
advantages, especially in short procedures. However, 
in large amounts it may cause changes in blood pres- 
sure and so influence the heart. Psychic stimuli also 
are present and may have a deleterious effect on heart 


action. Local anesthesia is not ideal for long pro- 


cedures. 


Adrenalin, so commonly employed in conjunction 
with local anesthesia, is contraindicated in most cardiac 
conditions. 

Spinal anesthesia, 
questionable in cardiacs because of the tendency of a 
marked fall in systolic blood pressure with a sustain- 


ing diastolic pressure. This results in a decreased 


pulse pressure, a decreased cardiac output and often a 
bradychardia and shock. Wirth states that it is contra: 


indicated in any patients with hypertension or in any 
who have an indication of cardioyascular disease, 


now greatly in vogue, is very 


Ephederine and adrenalin are commonly used to 
counteract this fall in blood pressure and they also 
are deleterious to heart action. 

Fractional spinal anesthesia does not produce such 


marked changes in blood pressure and the perfection 
of this technique may obviate the evils of spinal 


anesthesia. Also in spinal anesthesia the Trendelen- 
berg position is usually necessary and this is definitely 


a bad position for cardiacs. Pulmonary ventilation is 
decreased, a greater load is placed on the heart and 


there {s greater danger of anoxia. Psychic stimuff 
are also present in all spimals and may have a bad 
effect on the heatt. 

Ether causes some acceleration of the cardiac rate, 
Dut otherwise has little effect upon the myocardium. 
Tt produces good relaxation. It has the disadvantage 
of slow induction, However, this can be overcome 
by the use of ethylene or nitrous oxide as the in- 
ducing agent followed by ether and oxygen. A 


much higher concentration of ether can be tolerated 
by the patient following an ‘«“uction with ethylene 
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or nitrous oxide. Given by the closed method the 
amount of oxygen can be definitely controlled. By 
this method the cardiac muscle is spared in every way 
possible. The quick induction obviates the initial 
anoxia, the controlled continuous oxygen helps the 
action of the heart muscle, and the relaxation obtained 
helps the surgeon to shorten the time of operation and 
to minimize the shock incident to handling of tissues. 

The post operative use of carbon dioxide and oxygen 
will cut down the period of recovery. 

LT. Col. Ford Hick (Chicago): May I ask if the 
author has had any experience with the freezing of 
the extremities? This might be important in diabetic 


gangrene that might come in as an accompaniment of 
arteriosclerosis. 


I should Jike to tell you a story which has no par- 
ticular point. Several years ago I saw a patient who 


had had a coronary thrombosis. A few days after 
the coronary, he was still a little wobbly; the doctor 


decided it was time to take out the carcinoma of the 
sigmoid that he had known he had had for several 
months. Several people advised against it, so surgery 


was performed anyhow and the man survived. 


{. F. Volinit, M.D. (Chicago): I think that Dr. 
Hines has brought a very important subject to our 
attention. I lean a little more to the surgeon's point 
of view. Circulatory disease is not synonymous, of 
course, with circulatory failure, Most of our meth- 
ods of determinations, I believe, are not sufficiently 
adequate to determine in mass percentages, the ability 
to withstand surgery. 

I feel as though many patients are benefited by op- 


erative procedures in the presence of certain cardiac 
disabilities, notably hypertension. 


Some years back I published a paper in the Journal 
of the American Medical Association indicating that 


there was just as much improvement in individpals 
who were operated on in the presence of hypertension 
with demonstrable cardiac enfargement and evidences 
in many cases of cardiac disability, — that such in- 
dividuals from non-specitic operations such as hys- 
terectomies, gall bladders, etc., received just as much 
beneht for their hypertension as did the individuals 
who were operated on by the so-called specific opera- 
tive procedures for hypertension as practiced by the 
neurosurgeons. 


I think it is more important to recognize that the 
subject of shock is not heart disease or heart failure. 
Shock in itself is a peripheral vascular failure and 
the mention of anoxemia, of course, as has been 
made, indicates that this factor is not necessarily a 


factor in the reduction of the efficiency of the heart 
but by inducing changes in the peripheral vascular 
system and in the nervous system, it induces increased 
capillary permeability, produces changes in the neu- 
rogenic control, so that shock on a vasogenic, hemato- 
genic, neurogenic or other types of etiology can pre- 
ppiiate a collapse which is periphera) circulatory in 
origin and has nothing to do, in my estimation, with 
the heart's activity, 
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I might mention a story which is quite illuminating 
just as Dr. Hicks’ case was, where a patient who was 
very difficult to control complained of severe abdom- 
inal pain and he was unable to manage. This individual 
was in a considerable degree of pain and shock and 
the differential diagnosis was, of course, difficult to 
make. We Hovered between perforated peptic ulcer 
and a coronary thrombosis with a myocardial infarc- 
tion. 

It was finally felt that the lesser of the two dangers 
was an exploratory operation. No perforation for 
peptic ulcer was found. The patient was more easily 
controlled after the operative procedure, and I think 
even in such a case it was demonstrated subsequently 
that he had a coronary thrombosis and a myocardial 
infarction; that he really was benefited by the opera- 
tive procedure, and went on and was easier to control 
and keep quiet after his surgery. 

Ralph McReynolds, M.D. (Quincy): 
suggests one question to me and that is, I’d like to 
ask Dr. Hines how often we have cardiac deaths in 
surgical cases in which the examination has been en- 
tirely negative. 

Dr. Chauncey C. Maher (Chicago): I would like to 
ask Dr. Himes his opinion regarding surgical interven- 
tion in those patients who have had a coronary throm- 
bosis and who have gall stones. A number of them 
have active gall bladder symptoms which appear to 
aggravate the coronary problem. Should they be 
subjected to operation, treated conservatively, and 
what can be done to evaluate the degree of risk? 


Dr. Hines (closing discussion); 1 have had no 


experience, Dr. Hicks, in surgery, following freezing 
of gangrenous extremities, It is my understanding 


that the risk of surgery in this class of patients is 
materially lessened. 


This paper. 


It was not my intention, Dr. Volini, to advise no 
surgery in patients with heart disease. As a class, 


patients with heart disease tolerate surgery exceed- 


ingly well. However, the more apprehensive we are 


about the patient with heart disease that needs sur- 
gery, the less fatalities we will have, and when we be- 


cottie careless about the idea of risk, then we will get 
into trouble. 

At the beginning of the paper [ pointed out that 
surgery itself is capable of producing death by causing 
ventricular fibrillation, by the initiation of coronary 
thrombosis, or by producing pulmonary emboli. This 
kazard is rather small, When you analyze the patient 
with heart disease you have to take into consideration 


these risks and add to it the extra hazard of the heart 


ailment. 


Dr. Maher’s question is an exceedingly difficult 
one and reminds me of the questions that he always 
asks me. The patient with gallstones has long been 
known to have a high incidence of angina and coronary 
Hisease, and there is no dowbt but that if a patient of 


this type is made more comfortable by gallstone re- 
moval, he lives a better life. 





250 


Occasionally I have had unpleasant experiences in 


this group which makes me rather conservative about 
advising surgery in the presence of gallstones. Onc 


patient who had the gallbladder removed successfully, 
died three months later from recurrent coronary 


thrombosis. 





EXPOSURE OF THE RETRO-DUODEN AL 
PORTION OF THE COMMON DUCT 
Ratrn B. Berrman, M.D., F.A.C.5. 


Attending Surgeon, Michael Reese and Cook County 
Hospitals 


AND 
Harnotp O. LavrmMan, M.D. 
Clinical Surgeon, Mandel Clinic 
CHICAGO 
One of the most difficult problems with which 
the surgeon has to contend in operations on the 


biliary tract is presented by stones in the com- 
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mon duct If these stones happen to lie in 
that portion of the common duct which lies 
above the duodenum, the approach to them is 


fairly obvious. Tf, however, the stone or stones 


are impacted lower down, that is in that portion 


of the common duct which grooves the head of 


the pancreas, or which lies within the wall of the 
Aauodenum itself, then the approach is extremely 


difficult unless the duodenum is mobilized. As 
a matter of fact it is in just these localities we 
have found impacted stones in a little over one 


quarter of the patients with common duct stone. 
The differential diagnosis between impacted 


stone and carcinoma of the head of the pan- 
creas may be exceedingly difficult even at opera- 
tion. The oedematous, inflammatory condition 


secondary to a common duct stone causes a 


tumefaction which to all appearances resembles 
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ihe mass resulting from a carcinomatous ob- 
struction of the common duct. Very frequently 
in order to differentiate between the two it will 


be necessary to mobilize the duodenum so that 


the entire fower portion of the common duct 
ean be visualized. 

Lastly, as only those who have done a large 
amount of gall bladder surgery know, stones in 
the common duct may be extremely elusive. The 
fact that a probe can be threaded through the 
duct Into the duodenum only means that there 


is no stone obstructing the duct — not that 
there is no stone. in the duct. We have repeatedly 


demonstrated at operation that we could pass a 
sound through the common duct into the duo- 
denum without difficulty, and without noting 
any sensation of striking a foreign body although 
many stones were in the lower portion of the 
common duct at that time. Of late the pro- 
cedure of getting a cholangiogram at the operat- 
ing table has helped us greatly in avoiding the 
overlooking of stones, but we still feel that it is 
wise to mobilize the duodenum so we can inspect 
and palpate the entire length of the common 
duct in case there is any doubt. 

Now the strange thing is that mobilization of 
the duodenum has been described innumerable 
times before — was emphasized by Kocher, was 
carefully noted by Kerr, was described by anat- 
omists and recently was well described by Walters 
and Snell in their text book on gall bladder 
surgery and by Colender in his text book on 
surgical anatomy, and yet the majority of sur- 
geons seem not to make use thereof. 

Therefore, for the sake of emphasis and not to 
describe any new or untried procedure, we have 
the temerity again to call attention to this valua- 
able bit of technique. 

After the usual steps of the operation have 
been carried out to the point where the gall 
bladder, cystic duct and upper portion of the 
common duct have been exposed the assistant 
places his outstretched fingers on the duodenum 
and draws it downwards — caudelward and 
medially. This places the evascular peritoneal 
fold along the outer curve of the duodenum on a 
stretch. The peritoneum is cut with a scalpal as 
per the diagram. The index finger of surgeon 
can then be inserted into this incision and by 
blunt dissection the duodenum is very easily 
freed, the incision into the peritoneum being 
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lengthened by cutting along the inserted index 
finger. Inasmuch as the blood supply to the 
second portion of the duodenum comes to it 


medially and from below the duodenum can he 


mobilized as freely as the colon by cutting afong 


its outer edge. The mobilized duodenum can be 
turned back upon itself thus exposing the entire 
course of the lower common duct. Yhe lower 
common duct can by this method be palpated 
and visualized, 

We usually stitch the duodenum back into 
position with two or three interrupted sutures 
at the end of the operation although we are not 
at all sure this is necessary. 

SUMMARY 
We have called attention to the desirability 


of wide exposure of the common duct. This can 
be done by mobilizing the duodenum. The duo- 
denum can be mobilized in the same manner 
that the colon is mobilized. We have described 


the technique for doing this. 


THE IMPORTANCE TO THE ADOLES- 
CENT GIRL OF GYNECOLOGICAL 
EXAMINATION 
Epwarp ALLEN, M. D. 

CHICAGO 

The problems connected with the genital or- 
gans of the adolescent girl have recently become 
a very interesting theme of discussion in many 
and various medical gatherings. This reawak- 
ening of interest seems to be largely due to the 
rather sudden realization that this period has 
been, and still is, a sadly neglected one. A sort 
of no-man’s land exists between pediatric and 
adult medical care. This sorry state of affairs 
is not only true for gynecological problems but 
for general medical problems as well. 


The pediatricians have been largely responsi- 
ble, and should receive the proper credit, for the 
mounting interest in this great field of preven- 
tive medicine. Undoubtedly an added impetus 
has come from the almost universal physical 
examination of our youth which has occurred 
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during the war effort. The vast number of 
physically and mentally unfit young people 
should be a challenge to all of us. 

Earlier remedial or preventive measures will 
make for the near critical future a sturdier and 
more stable race. The widespread induction of 
young women into the armed forces and stren- 
uous duties of war work will undoubtedly un- 
cover an additional large number of hitherto 
unsuspected weaknesses in their physical and 
psychological setups. Our adolescent girls will 
need all the help we can give them during the 
present period of unrest and particularly during 
their post-war adjustments. 

We, as a profession, can no longer profitably 
leave to the social and governmental agencies the 
duty of routine physical examinations and pre- 
ventive medicine. We have at times been grossly 
negligent in our duties in this respect, reserving 
our training and energies for the cure rather 
than the prevention of disease. 

Many of the educational programs which we 
have begun for the early recognition and cure 
of disease have failed to a large degree because 
we have taught both our doctors and patients to 
come for an examination only after symptoms 
have appeared. In fact I believe that the laity 
is far ahead of us as a profession in its desire 
to have and its willingness to undergo routine 
complete physical examinations. The rapid 
growth of medical institutions founded on the 
basis of routine complete examinations are ample 
evidence for this statement. People are no longer 
satisfied with lackadaisical medicine. 


Cancer control is a notable example of this 
state of affairs. We are findng only a few more 
early carcinomas of the cervix, ovary, and breast 
than we did twenty years ago. During the year 
of 1940, 36,412 women died in the United States 
from carcinoma of the genitals.1 Dr. Norman 
Miller last month repored to our gynecological 
society a study of 2,000 cases of cancer of the 
cervix with studies in 100 percent follow up. 
The incidence of Group I, or early curable car- 
cinomas, was, as usual, notably low. Even more 
striking was the slight increase of from 4.2 per- 
cent in 1931 to 5.5 percent in 1936 and 5.7 
percent in 1942, of the number of women seeking 
early medical advice. It would seem that we 


ein not educate or frighten adult women ‘into 
bringing their genitals or breasts to the doctor 
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at regular intervals. Obviously puritanism will 
not protect women from the growth of cancer 
nor will false modesty help bear the pain of met- 
astatic growths. It would be interesting to know 
how many women doctors of the United States 
go regularly to other doctors for examination of 
their genitals. Additional information might 
be illuminating if we knew how many of them 
reported each year for treatment for late malig- 
nant lesions of these organs. 

If we closely examine the records of most of 
those who come to us with late genital lesions of 
all descriptions, we will find that long periods 
of time have usually elapsed since the onset of 
symptoms until the first medical examination 
occurred. Many other histories will reveal that 
although they had recently consulted their phy- 
sician, the diagnosis was muffed because a com- 
plete examination had not been conducted. We 
may profitably examine these women further in 
an attempt to find out why these delays or omis- 
sions occurred, and more particularly to explain 
why they occur more frequently in examinations 
of the genitals than in other regions of the body. 
By far the most common excuse given by the 
patient for this catastrophic neglect is their own 
sense of modesty which has been instilled in 
them since infancy, by parents and doctors 
alike. 

The next most frequent excuse is that they 
believe the abnormal symptoms were within nor- 
mal limits for that particular period of develop- 
ment, such as puberty or the menopause. Many 
of the sins of omission on the doctor’s side are 
apparently based on the same faulty knowledge 
of the boundaries between normal and patholog- 
ical states. The other common indictment of 
the doctor would be highly complementary to the 
medical profession if it did not carry with it 
such tragic consequences. Repeatedly patients 
have insisted that they felt that the reason why 
their physician had not examined their genitals 
was due to his own male sense of modesty or 
because of close social contact with the family. 
Teaching in the medical school does not eradi- 
cate this form of preschool training in the physi- 
cian to any greater degree than it rids him of 
many previously acquired concepts of conduct or 
religion. 


At a very early stage in the child’s develop- 
ment we begin to throw around them the bar- 
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riers of protection by parental, medical, and re- 
ligious precepts. These barriers are largely 
based on keeping the child in ignorance of the 
fundamental physiology, psychology, and poten- 
tialities of their sex organs. We confuse them 
by speaking in metaphors or actual untruths 
which the child resents and is unable to under- 
stand. 

Thom? says, “The mental health of children 
as a group is largely dependent upon practices 
and precepts of the home, the intelligence rather 
than the intellectuality of the teachers, and the 
wisdom, breadth of vision, and training of their 
medical advisors.” 

Mohr believes that “whether or not a special 
problem of sexual education exists at adolescence 
is dependent upon the nature of the child’s previ- 
ous education and social experience.” 

Largely based on a study in retrospect of a 
gynecological practice of adults rather than ado- 
lescents, it seems to me that many of the most 
important and serious gynecological lesions 
could be avoided entirely or found in their in- 
cipiency by a concerted effort by the mother and 
the doctor. I do not believe that many of us 
have had as large an experience in the actual 
diagnosis and treatment of the gynecological dis- 
eases of the adolescent girl as would be deemed 
essential to an authoritative expression of opin- 
ion about them. In my experience adolescent 
girls are for the most part only brought for med- 
ical advice in case of serious disease or those 
with a venereal implication. The critical period 
of growth of the genitals and assumption of re- 
productive function are largely unsupervised 
until well after marital obligations have pro- 
claimed their failure. 

Many of the primary amenorrheas, oligomen- 
orrheas, adolescent menorrhagias, essential dys- 
menorrheas, congenital erosions or malforma- 
tions, and infantilism will someday be avoided 
by further study and earlier treatment of the 
adolescent girl, The subsequent  sterilities, 
frigidities and dyspareunias with their far 
reaching psychic and physical effects are major 
items in every gynecological practice. Proper 
early education of the child in the psycology 
and physiology of sex will prevent many of the 
illegitimate or unwanted pregnancies with their 
consequent criminal abortions and accompany- 
ing pelvic infections. Further advances in en- 
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docrine and nutritional therapy will aid greatly 
in the care of those patients who have been ed- 
ucated to come regularly for attention. Early 
recognition and cure of benign and malignant 
tumors of the genitals will become routine in- 
stead of the exception. 

If the time comes when intelligent mothers 
will send their sons and daughters to medical 
school with the sensible fundamentals of sex 
instruction grounded in them, medical schools 
will be in a position to adequately complete 
their education in this respect. Proper prelim- 
inary training in these matters can only be done 
by the mother and the doctor. This can not be 
replaced by grade and high school and college 
courses taught, as a rule, by unmarried, puritan- 
ical teachers or begun for the first time in the 
adult individual. 

The trends in medical thinking of lay people 
is probably influenced to a greater extent by 
their intimate contact with their family physi- 
cian than by any other means. To him must go 
the task of educating himself in the careful 
carrying out of the rules and techniques of fre- 
quent routine complete physical examinations. 
On him will depend the education of mothers 
for the adequate instruction of their children 
to expect and demand frequent complete exam- 
inations of the genitals as well as their teeth or 
eyes. Few doctors today would expect to get 
by without giving the children they attend to 
prophylactic vaccination or immunizations 
against the infectious diseases. I hope that in 
the near future the same enlightened public 
opinion will demand prophylactic routine ex- 
amination of the female genitals. 

Pelvic examination of the adolescent girl 
should be progressive. As an infant careful in- 
spection is usually sufficient. These inspections 
included in each subsequent physical examina- 
tion will lead the child to accept quite readily 
the more extensive palpatory and instrumental 
prepubertal examination indicated before the 
onset of the menstrual flow. 

Subsequent examinations during the period of 
adolescence would obviate entirely those last 
minute premarital examinations which all too 
frequently and far too late uncover gross path- 
ology or malformations. The present required 
premarital examination is a step in the right di- 
rection but is entirely inadequate. I find during 
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these examinations ten times the number of pa- 
tients harboring serious internal pelvic disease 
as I do syphilis or gonorrhea. A patient will 
not feel very kindly toward her family physi- 
cian if he allows her to enter marriage with an 
almost imperforate hymen, and absent or sep- 
tate vagina, a bilateral dermoid or other cysts 
of the ovary, endometriosis, fibromyomata, or 
other numerous lesions of the pelvis. 


Many splendid articles and monographs in re- 
cent literature describes and graphically illus- 
trates the techniques of genital examination 
of the adolescent girl. Further study and per- 
fection of these methods should be assured by 
widespread introduction of such teaching into 
our medical curricula and an immediate accept- 
ance by all of us of these principles in our daily 
practice. 


BIBLIOGRAPHY 
. Adair, F. L., Western Journal of Surgery, Vol. 50, Sep- 
tember 42, General Consideration of cancer of female gen- 
italia. pp. 433-438 
2. Thom, D. A., Journal of Pediatrics, Vol. 19, pp. 342, 1941 
. Mohr, G. J., Journal of Pediatrics, Vol. 19, pp. 387, 1941 
4. Schauffler, Goodrich, Pediatric Gynecology, 1942 


_ 


is) 


DISCUSSION 

A. H. Parmelee, M.D., Oak Park, Illinois: An 
adequate appraisal of an individual’s health status can 
not be made without a complete physical examination. 
Dr. Allen’s paper is a plea for adherance to this fact 
in our examination of girls and boys alike. There 
can be no disagreement to this in principal, yet it is 
true as Dr. Allen has said that many girls are per- 
mitted to go to adolescence and young womanhood 
with anatomical defects and pathological conditions 
of far-reaching importance to their health and happi- 
ness just because no physician had ever made a com- 
plete physical examination. The “false modesty” and 
“puritanism” of which he speaks, that seems to be the 
chief reason for this neglect, exists in the doctor, I 
fear, more often than in the patient or her mother. 
I am convinced that there are very few obstacles to 
a complete examination of girls which cannot be 
overcome by tact and discretion on the part of the 
physician. 


Pediatrics is the pioneer in the practice of preventive 
medicine. Periodic check-up examinations of well 
babies and children have become almost a universal 
practice in this country. As a result it has been pos- 
sible to carry out many preventive measures on a 
large scale. Not only immunizations against con- 


tagious diseases, prevention of rickets, scurvy, dysen- 
tery, etc., but also discovery of the early manifesta- 
tions of many metabolic and infectious diseases have 
resulted from these periodic health appraisals. The 
pediatrician can have little, if any, excuse for neglect- 
ing a complete examination of the girls who are 
under his care. 


Many of them he sees at regular 
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intervals from their birth on; he knows them and 
their mother and there should be no reason for reluc- 


tance to make any necessary examination. For the 
past ten years puberty has been rightfully included 
in the field of pediatrics. The opportunity to know 
the problems of the adolescent girl has increased our 
interest and also made clearer our responsibility to 
know that she has not been permitted through neg- 
lect on our part to be handicapped by something 
which could have been prevented. 

The physician can do much to break down the 
barriers which prevent a complete physical examina- 
tion of girls by cultivating the confidence of the 
child and her mother through honesty and intelligence 
in all his dealings with them. Patients who know you 
and trust you will not obstruct you in doing what 
you believe is necessary. 

I think one of the most satisfactory things that we 
experience as a physicians, one of the greatest com- 
pensations for the work that we do, is the chance to 
observe children from the time they are very tiny, 
through their whole period of growth, see what hap- 
pens to them, have them come to you during their 
older childhood, through their adolescence, even 
through the time of their late high school years, and 
their early college years; to have them bring their 
own babies to you. 

I have something like 350 babies that I call my 
grandchildren, where either one or both parents were 
under my care in infancy and now bring their own 
children to me. The satisfaction of having watched 
their development to young adults and seeing what 
has happened to them through their life, and how they 
meet their problems, is one of the greatest satisfac- 
tions that I know. 


Now sex education has been a great matter of dis- 
cussion. It is not an easy thing. You can not say to 
a child, “Come into my study. I want to tell you the 
facts of life.” You have to approach it in an entirely 
different way. I think sex education is a progressive 
thing. We start in early childhood by answering ques- 
tions that the child puts to you, answering them 
honestly and as accurately as we know how. We do 
not avoid the question. We try to direct their read- 
ing, sometimes, to things that help, in their informa- 
tion. We have to fit what we say to a child about 
sex matters, as well as we can, to the stage of de- 
velopment that they have reached, not only in their 
intellectual development, but in their experience. 


Dr. Edward Allen (Chicago) (Discussing movie): 
I would like to show a short movie of the technique 
of examining adolescent girls. It was taken after the 
priorities of medical films, so it is short. Just two 
little girls in the dispensary, who had not previously 
been examined, and I would like to point out several 
things that were of interest to me; the ease with 
which these children accepted that examination. You 
will have to take my word for the pleasure in their 
speech and face after the examination was over, when 
they were told that they were healthy and normal. 
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This is the armamentarium that we use for pelvic 
examination of the adolescent child. 

These youngsters are both white youngsters. It is 
over-exposure that gives that color. 

We think it is easier to examine an adolescent girl in 
a knee-chest position, both for the control of their 
body and their movements, and also when the speculum 
is introduced in the knee-chest position it balloons 
out the vagina and one can examine and inspect all 
parts of the wall and see the cervix very clearly. It 
is the rare patient that can not be examined both 
instrumentally or digitally by rectovagina and always 
by rectal examination. 

I would like to draw your attention to the gross 
anatomy here, inspection of the genitals for dis- 
charges, discoloration; you see the hymenal ring which 
essentially looks closed but in fact is widely patent; 
here, the clitoris and the labium. 

If nothing else is done, a sounding should be made 
of the patency of the tract in the early days before 
menstruation begins. This should be carried out by 
some one who has conducted previous physical ex- 
aminations of the child. 

A moistened swab to take cultures can either be 
done without instrument or more simply with the 
instrument introduced. Cultures are not absolutely 
essential, because with some little practice the slide 
examination is quite adequate for all types of vaginitis, 
including the gonorrhea. 

Notice the breathing of this youngster; not very 
rapid; she is not too excited. Her hips are quiet. In 
spite of the bright lighting necessary for colored pic- 
tures, and several individuals about, this youngster 
went through this examination without turning a 
hair. 

You see the hymenal ring, the distensibility when the 
instrument is introduced. I think most men avoid 
pelvic examination in the adolescent for fear of 
rupturing the hymen. Look at this hymenal ring in 
a youngster of 14. It looks almost like a multiparous 
opening. 

If the hymenal ring is too tight for adequate ex- 
amination in the hands of a competent examiner 
before the onset of menstruation, I believe it will 
be too tight for normal intercourse, and something 
should be done about it. Adequate drainage of the 
vagina is as essential as of any other organ of the 
body. 

I believe really it is the doctor who objects to’ 
pelvic examination in the adolescent girl; perhaps it 
is because of his daughter. I do not know; I do not 
have one, but repeatedly, as I have spoken about 
this doctors have said to me, “You mean to tell me 
you actually examine these girls? Why, they would 
ride me out of town on a rail if I did,” and yet 
mothers repeatedly bring up the question themselves, 
and I think all of us’ who practice obstetrics and 
pediatrics should educate our mothers to the necessity 
of bringing the youngsters early for a physical ex- 
amination, so when they come to the age of eighteen 
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or nineteen they will not have the psychic shock 
which I see in the unmarried girl, when she is forced 
by disease or approaching marriage to come in for 
examination. 


I think the number of patients who go outside of 
the State to be married will bear out the statement 
that they will go to almost any length to avoid pelvic 
examination, 


PSYCHIATRIC PROBLEMS IN 
ADOLESCENCE 


Davip Suicut, M. B. 
CHICAGO 

What was said in the last paper* as to the rela- 
tive neglect. of gynecological problems in adoles- 
cence also applies to psychiatric problems in this 
period. However, in recent times an interest has 
been developing. The large percentage of rejec- 
tions for psychiatric reasons from the draft has 
stimulated this interest, particularly since the 
drafting of the 18-year olds. I might also say 
for psychiatry what was said as to the attention 


. given to the health problems of early childhood, 


whereas the adolescents have fallen between the 
pediatrician and the general physician, with a 
relative neglect of their particular problems. 


Let us briefly remind ourselves of the im- 
portance of the psychiatric problems of adoles- 
cence. In the first place, the emotional reactions 
and habits are still fluid and have not yet crystal- 
lized. Again, the adolescent has not acquired 
what we may call the more or less irreversible 
commitments of life, as marriage, vocation and 
the like, which so often complicate treatment in 
the adult neurotic. Thus, since the patterns are 
still flexible, the prospects are better for altera- 
tion and readjustment of unhealthy habits and 
attitudes. 


In the short time at my disposal, I will only 
be able to touch on the chief and more general 
problems. But, before doing so, I shall review 
the various kinds of psychiatric disorder in rela- 
tion to their occurrence during adolescence. 





Presented before the Joint Session of Sections on Public 
Health and Hygiene, Pediatrics, and Obstetrics and Gyne- 
cology, 103rd Annual Meeting, Illinois State Medical Society, 
Chicago, May 19, 1943. From the Division of Psychiatry, 
Dept. of Medicine, of Chicago Clinics. 





*The Importance to the Adolescent Girl of Gynecological 
Examination on page 251 in this issue. 
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First, as to the most severe disorders, the so- 
called psychoses, schizophrenia is most common 
and relatively few apparent cases of other types 
are seen, at least in the early stages of the period. 
However, as one listens to the life histories of 
adult patients, it seems that more often than we 
have believed, trends of a psychotic like nature 
are present during adolescence but are over- 
looked or misunderstood. Time and again one 
hears of such trends as having passed unrecog- 
nized by parents and physicians alike. Or, when 
unusual forms of conduct had been manifest, 
they were glossed over or regarded as passing 
temperamental changes, likely to be outgrown, 
or even as signs of naughtiness, willfulness and 
the like. 

Regarding the mental deficiencies, I need not 
remind you that adolescence brings new problems 
in them, because of the new and increasing 
social demands, the development of sexual con- 
flicts and so on, but no doubt you are all fa- 
miliar with these adolescent complications in the 
mental defectives. 

As to the neuroses, they are not often diag- 
nosed as such in the early stages of adolescence, 
nor do we see some of the types occuring in the 
adult. However, symptoms of the neuroses as 
obsessions, phobias and the like are very com- 
mon in adolescence, much more common than 
many of us seem to recognize. These symptoms 
are often concealed by the adolescent, or appear 
in forms that are misunderstood and may re- 
ceive rebuke rather than consideration as signs 
of illness. Other forms of neuroses, those with 
“physical” symptoms relating to heart, alimenta- 
ry tract and other systems are more likely to se- 
cure medical attention than the neuroses with 
“mental” symptoms just described. However, 
they are often treated without recognition of 
the fact that they are due to emotional conflict. 

Then there are the so-called personality prob- 
lems, which take the form of disturbances in 
family relations, in the school room, in social 
relations, in the sexual realm, in relation to the 
choice of vocation and other problems of life. It 
seems that most of the psychiatric disorders of 
adolescence occur in such general forms, and 
are manifest as seclusiveness, undue indulgence 
in phantasies, disobedience to parents and teach- 
ers, and irregular habits. 

In discussing personality problems, we should 
mention those disorders that are not generally 
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regarded as medical problems, namely, the de- 
linquencies. There is a current controversy as to 
whether or not juvenile delinquency is on the 
increase. Whatever the truth as to an absolute 
increase in delinquency, it seems clear there has 
been an increase in those forms that go under 
the heading of offenses against the person, as 
rape, aggravated assault and the like as com- 
pared with offences against property. This de- 
velopment is a serious one, since we may well 
say that the former varieties of delinquency are 
more “malignant” than offenses against proper- 
ty. 

In concluding this review of the forms of psy- 
chiatric disorder, we should re-emphasize that in 
adolescence symptoms often take the form of 
general changes in conduct and so are not recog- 
nized as indicating disorders that require treat- 
ment. 


Let us now turn to the psychology of adoles- 
cence in relation to personality development and 
the occurrence of psychiatric disorders. The most 
fruitful concept in psychopathology is that of 
conflict. We may well say that the course of 
human life is a continued process of conflict; 
conflict between self and society, between the in- 
stincts and the ideals, and between expectations 
and realizations. The aim of education and train- 
ing is to develop a compromise, a compromise 
that spells normality, or a balance whereby the 
individual can function physically, mentally and 
socially to the best advantage. Conflict con- 
tinues, of course, and the balance achieved is at 
best an unstable one. 


Metchnikoff, who amongst other achievements 
may be regarded as one of the sponsors of the 
theory of intestinal stasis and toxicity, in a re- 
markable book, “The Nature of Man,” spoke 
about the disharmonies of man. Amongst others, 
he discussed the disparity between physical sex- 
ual development and the possibility of socially 
acceptable expression of the sexual impulses. 
In our generation, we have seen a remarkable 
disharmony in the process of social development. 
Thus, because of the very laudable advances in 
pediatrics, maternal hygiene and other health 
efforts our adolescents show a remarkable de- 
velopment in physique with physical maturity at 
an earlier age than in previous generations. This 
is laudable and a tribute to the progress of medi- 
cal science. On the other hand, and also in the 
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name of progress, there has been an extension of 
the period of school attendance and a raising of 
the age of going to work. These may be com- 
mendable, but in many cases there has been a 
resultant delay in the development of social ma- 
turity. Whereas in a previous generation the 
adolescent went to work and assumed some de- 
gree of self support at 14 or 15, nowadays he is 
not called on to assume social independence or 
self effort till a later age. There is a gap, then, 
in this generation, between the development of 
physical maturity with the accompanying 
“adult” desires and capacities, and the develop- 
ment of social maturity and the assumption of 
adult obligations. We have to keep this “dis- 
harmony” in mind in considering the nature 
and occurrence of psychiatric problems in the 
adolescent of our time. 


We now pass to a consideration of the ways 
in which the developmental process may be af- 
fected. The development towards maturity may 
become halted or, as we say in psychiatry, the 
adolescent may show “fixation”. Then he fails 
to aecept or acquire disciplined reactions and 
socially mature habits in keeping with his age 
which are necessary for his further social ad- 
justment and adaptation. On the other hand, 
he may not only fail to progress but lose ground 
or, as we say, “regress”, and become re-estab- 
lished again in habits and reactions of an earlier 
age which he had outgrown. Or, there may be 
a delay in the compromise formation between 
self and society, and instincts and ideals, so that 
the conflicts are not solved to a reasonable extent 
and erupt in the form of symptoms. These may 
be “mental” symptoms, as phobias, obsessions 
and the like, or disorders in social adjustment, 
or appear in the form of visceral incoordinations, 
whose name is legion. 


The question of diagnosis now calls for com- 
ment. We will exclude cases showing frank 
signs of psychoses or neuroses, that is, with defi- 
nite symptoms of the accepted clinical syn- 
dromes, and rather discuss diagnosis in the more 
general forms of disorder since, as I have said, 
most of the psychiatric disorders in adolescence 
appear as such rather than in the form of the 
clinical syndromes as ordinarily described. We 
have to ask ourselves if the emotional difficulties 
are of a transient and passing nature, or indi- 
cate a deeper conflict that calls for investigation. 
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Thus, we may enquire if they are due to external 
causes, as a difficult family situation or the like, 
which is presenting an undue and abnormal 
strain on the individual. Or, is the disorder due 
to a basic difficulty in personality development 
and therefore of more pathogenic significance 
and maybe of importance in regard to mental 
health in the future as well as at present. In 
trying to settle these questions, I would em- 
phasize that symptoms in themselves may be 
misleading, since a greater proportion of ado- 
lescents than we have realized do suffer from 
obsessions and phobias and yet go on to healthy 
adult development. Thus, in attempting to make 
an evaluation, we must consider not only the 
symptoms but the general features of the per- 
sonality, the degree of development of emotional 
and social maturity, the nature and variety of 
the social activities and achievements, and such 
like. Also, we should try to estimate something 
that I will call flexibility. It is remarkable how 
many of our “good” boys and girls, who offer 
no problem either to parents or teachers, ai 
for whom a brilliant future is promised, break 
down in college or vocation. They have often 
been “good” because they were living in a special 
and protected environment and never had to 
face the stress and strain of adjusting to new 
circumstances — and maybe difficult and frus- 
trating ones — by their own efforts. Thus, when 
they come to college or go to work they are out- 
side the limits of a protected environment for 
the first time. Then they may fail insofar as 
their experiences have never been sufficiently 
trying to develop in them capacities for meeting 
new and difficult circumstances. Perhaps the 
most important point to establish in diagnosis 
is the capacity of the adolescent to face and over- 
come the rebuffs and frustrations of life. 


Regarding treatment, we may well distinguish 
between the young child, the adolescent and the 
adult. It is common to say in regard to the 
problem child that the parents may require 
treatment as much as he does. There is much 
truth in this recognition that the difficulties of 
the child are often due to externa] circumstances 
which can be altered. In the adult, on the other 
hand, the conflicts are essentially internal, that 
is, they are dependent on his reactions to cir 
cumstances that are common if not universal. It 
may be possible to change some of these exter- 
nals, but for the most part it is necessary that 
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the individual change them himself or change 
his reaction to them. The adolescent falls be- 
tween the two. Some of the patterns of life are 
being crystallized within, and to that extent a 
change within is necessary. But, many of his 
problems are dependent on external circum- 
stances that can be altered. Certainly, in the 
early adolescent, we have to keep that in mind, 
and consider the possibility of seeking changes 
in parental attitudes and other factors in the 
social situation as well as attempting to change 
the reactions of the patient. 

There are some common and widespread er- 
rors in our handling of adolescents with psy- 
chiatric problems. Thus, some are still prone to 
scorn or rebuff adolescents who want to talk 
about their emotional difficulties. We are of- 
ten inclined to brush them off with an accusa- 
tion of naughtiness or willfulness, instead of 
adopting attitudes that would make it easy for 
them to reveal.their intimate and personal diffi- 
culties. Others are inclined to rely too much on 
lectures and admonitions, forgetting that none 
of us benefit much from precept as compared 
with example or an understanding attitude that 
may give a new perspective and help us to see 
the need for change and how we can best achieve 
it. 


In regard to treatment, you may ask if the 
psychiatric problems of adolescents are so fre- 


quent, as they must be to judge, say, from the 
experiences of the induction boards, how can 
we arrange for the treatment of so many. The 
physician has limited time and opportunities for 
the individual treatment of more than a few. 
Again, I need not remind you that at least 30 
per cent of all patients who seek medical at- 
tention yearly are suffering from neuroses and 
similar functional disturbances, which is a 
measure of the number of adolescents who should 
be treated if we are to develop the principle 
of prevention. It would seem that we shall have 
to develop group measures of prevention and 
treatment. Above all, we need a change in the 
public attitudes to psychiatric disorders. As you 
know, psychiatric disorders have not yet ac- 
quired the status of other forms of illness as to 
public acknowledgement and acceptance and are 
still often held to the discredit of the individual. 
This militates against acknowledgement of their 


presence or of the need for treatment in the 
eanly stages, 
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As to general principles of individual treat- 
ment, good results are often possible in the 
minor psychiatric disorders with a few inter- 
views. It is only required that these be on a 
friendly and objective basis that permits of a 
ventilation of the individual’s difficulties. The 
physician has a strategic advantage over others 
in this regard, if he can conduct the interviews 
on the same dispassionate and objective basis as 
he conducts a general physical examination since 
so many of these young people are deterred from 
seeking advice by the fear of criticism, of being 
laughed at and of exposure. Many require only a 
sympathetic understanding to get a new per- 
spective, to realize that their problems are not 
unique and that they can be solved, as similar 
problems have been solved by their parents and 
others in the past. It goes without saying that 
we should attempt to establish and enlarge their 
social contacts and experiences through group 
activities of ail kinds. But we must be careful 
not to rely too much on admonition and exhor- 
tation. Our approach must be in part on an 
emotional basis, an appeal to the prospect of 
personal gain, by showing that in the long run 
they cannot benefit from holding to childish 
and phantasy ways of living, but will benefit 
from adopting the ordinary, apparently hum- 


drum but nevertheless realistic and socially ac- 


ceptable ways of life. 

In some cases the factor of constitutional hy- 
persensitivity may loom large in the causal 
process. This need not lead us to an attitude of 
therapeutic nihilism, but only means that such 
an individual requires more time than his fel- 
lows to adopt new ways and to relinquish his 
present habits and attitudes. We cannot make a 
special environment for such individuals, but 
we must try to ensure that they have time to di- 
gest the situation and that we introduce them 
to realistic ways of life step by step. Thereby 
we may help them to get a foothold on the way 
to emotional maturity, so that in time they can 
face the ordinary social demands which would 
be overwhelming if presented all at once and 
without preparation. 

In conclusion, I would say that one of the 
most important needs for the adequate develop- 
ment of psychiatric efforts amongst adolescents, 
as amongst adults, is a change in the attitudes 
toward psychiatric problems. This is necessary 


not only amongst the general public but also 
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within the medical profession, so that those with 
mental difficulties may find it easier to come and 
reveal them, with the assurance they will be re- 
ceived and treated on the same basis as patients 
with general medical problems. 

DISCUSSION 

Dr. Arthur H. Parmalee (Oak Park): I am very 
much interested in what Dr. Slight has been saying. 
I had already remarked about the satisfaction of 
seeing children that you had’ watched through their 
early childhood, grow up, and I think what I said 
about their desire to talk over their adolescent prob- 
lems with somebody outside of the family, is extremely 
important and extremely gratifying to the physician. 

Any number of boys and girls in high school and 
even after they have gone to college, who have prob- 
lems that they want to discuss with somebody, come 
to me, just drop in to talk over certain things that 
they want to be reassured about. 

By establishing that sort of a port with your pa- 
tients, feeling that you understand them, and willing 
to talk to them on the same basis that they want to 
talk, I mean not talk down to them as children but 
talk to them as intelligent human beings, the only 
difference between an adolescent boy or girl and your- 
self, as far as their standing is concerned, mentally, 
is the matter of experience. They have exactly the 
same intellectual level that you have, and deserve to 
be given credit for it. All they lack is the experience 


that you have, which modifies your judgment. 





THE PROGRAM OF MEDICAL AND HOS- 
PITAL CARE FOR THE WIVES AND 
FAMILIES OF ENLISTED MEN 
Frep L. Aparr, M. D. 

Chief, Division of Maternal and Child Hygiene, 


Department of Public Health 
WASHINGTON, D. C. 

Last fall the Federal Children’s Bureau re- 
alized that a problem was arising with regard 
to the care of the families of the young men 
serving with the armed forces. Many were 
recently married. The marriage rate was in- 
creasing as was the birth rate. The pay of these 
men, even with the allotment, was not ade- 
quate to care for these families. 

There were some unexpended funds which 
could be diverted for giving this care. This 
amounted to several hundred thousand dollars. 
Some 28 States submitted plans for this care 
and an allocation of funds was made to these 
States. Illinois submitted a plan and was giv- 
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en $10,000 for this purpose. Late in November 
the plan was first put in operation after sub- 
mission to the Council of the Illinois State 
Medical Society which adopted the following 
resolution : 

“Where as it has come to the attention of the Council 
that certain agencies claim to have discovered a num- 
ber of wives of members of our armed forces unable 
to pay for obstetrical care, on the basis of this al- 
leged discovery certain moneys have been allocated 
to pay for this care, and bills are pending in Congress 
to appropriate larger sums for the payment of such 
care, which presumably would otherwise be rendered 
on a charity basis; 

These moneys will probably be administered by the 
Division of Maternal and Child Hygiene of the De- 
partment of Public Health. The fees, we understand, 
have been determined on a country wide basis, $35.00 
for delivery with pre- and post-natal care, with addi- 
tional provision for routine hospitalization and consul- 
tation in abnormal cases. 

Therefore even though this puts us in the position 
of accepting Federal funds, to which we are normally 
opposed, the Council feels justified in recommending 
to the County Medical Societies that they cooperate 
with the Department of Public Health and the Red 
Cross on this basis for the period of the present emer- 
gency.” 

According to the rules promulgated by the 
Children’s Bureau, there were no economic re- 
strictions. The wife of any ntan in the armed 
forces was entitled to medical and hospital ma- 


ternal care. There were some restrictions rela- 
tive to rank as men holding commissions as 
officers’ were excluded as were those non- 
commissioned officers who received pay equiva- 
lent to the salaries of the lowest rank of com- 
missioned officer. Briefly, any wife receiving 
an allotment from the government was eligi- 
ble under this rule. 

Not all states had identical plans. The legal 
residence of the patient made no difference. The 
payment could be made for care within the state 
boundaries. So far as Illinois was concerned, 
the patient could choose her own physician who 
could accept or reject her upon the conditions 
laid down. He could decide whether or not 


she could stay at home or go to a hospital and 
also to what institution she should go. The rule 
had to be that no payment could be authorized 
except in advance of the rendering of service or 
in emergency at the time of the first visit. The 
main reasons for this was to encourage antepar- 


tum care and early visit to the doctor, but also 


the administrative necessity of budget control. 
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For the latter reason it was necessary to author- 


ize a basic or a maximum sum to licensed hos-. 


pitals and physicians. It is easy to understand 
that a blanket authorization for payment would 


lead to no end of budgetary complications, the 
principal one of which would be that the budget 


would be overdrawn and no funds would be 


available to meet the obligation. The medical 


and hospital care was also limited to maternity 


patients and to infants under one year of age 
who were afflicted with acute illness, 


The rules and regulations, as well as the ap- 


plication blanks and other essential forms, have 
heen circulated. An attempt has been made to 


keep these as simple as possible, both for our 
own sake and for that of the doctors and hos- 


pitals. The rules and regulations are as fol- 


lows: 

FUNDS FOR THE CARE OF WIVES AND IN- 
FANTS OF ENLISTED MEN ADMINISTERED 
BY THE DIVISION OF MATERNAL AND 
CHILD HYGIENE ILLINOIS STATE DEPART- 
MENT OF PUBLIC HEALTH, SPRINGFIELD, 

ILLINOIS 

FUNDS 

Funds have been made available through the Fede- 
ral Children’s Bureau for the medical and hospital 
care of wives and infants of enlisted men eligible for 
such care. The Council of the Illinois State Medical 
Society has recommended that the members of the 
County and District Medical Societies cooperate in 
giving care. According to Federal law, those eligible 
are in the 4th, 5th, 6th, and 7th grades. It excludes 
the families of commissioned officers; of master, 
major, first, technical, staff, and platoon sergeants; 
and of chief, first, and second-class petty officers. 
PROCEDURE 

1. The wife should apply to the physician of her 
choice for care during pregnancy and labor or for care 
or her sick infant. 

2. The physician must recommend and assume re- 
sponsibility for the care. 

3. Copies of the form to be used by the wife in 
making her application and by the physician in making 
his recommendation may be secured from the local 
health and welfare agencies or from the Division of 
Maternal and Child Hygiene. 

4. The Chief of the Division of Maternal and Child 
Hygiene, upon receipt of the application, will authorize 
the care that the physician recommends. 


5. All authorization must be secured in advance. In 
acute illness and emergency, authorization should be 
requested immediately at the time of the first visit. 
Authorization for services rendered prior to applica- 
tion can be made only in serious emergency. If the 
physician recommends subsequent care it may be au- 
thor'zed after review of the case. 
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PAYMENT 


The Division will authorize, where recommended, 


payment for both medical and hospital care. In ex- 


ceptional cases payment may be authorized for special 


care or service. The collection of additional fees from 


the patient or her family for any type of care au- 
thorized by the Division is barred. 

Payment can be made only for authorized care. The 
basis of payment is as follows; 

MATERNITY CARE — $35.00 is the fee for com- 
plete antepartum, delivery and postpartum care. $10.00 
of this is allowed for adequate antepartum care which 
should include at least five visits. If delivery and post- 
partum care only are given the stipulated fee is $25.00. 
This includes the usual essential care of the newborn, 


PEDIATRIC CARE — $20.00 is the maximal fee 
allowed for the care of an infant, The maximum al- 
lowed is $10.00 for the first week’s care, $5.00 for the 
second week, and $5.00 for the third week, This in- 


cludes at least three visits for the first week and two 
for each succeeding week. This care is limited to in- 


fants under one year of age. 

HOSPITAL CARE — When the physician recom- 
mends that hospital care is necessary it may be author- 
ized on the basis of the per diem cost not to exceed 


$50.00 for 10 days’ care of the maternity patient and 
not to exceed a similar amount for the care of a sick 


infant. 

CONSULTATION FEE — When consultation is 
required, the payment of a fee to a qualified consultant 
may be authorized. 

It is important to realize that this plan is a 
war measure, was developed rapidly and un- 
doubtedly has its defects which will eventually 
be corrected. It was essential to preserve cer- 
tain basic principles. One is that the patient 
can choose her own physician. Another is that 
the doctor can accept or reject the patient and 
the terms which are set forth in the plan. Once 
accepted, he has the responsibility for her care 
the same as he would for any other patient. 

The financial aspects of this program have 
been difficult and uncertain. As already stated, 
the Children’s Bureau allotted $10,000 of un- 
matched funds to Illinois. This was a very 
limited amount in view of the number of fami- 
lies potentially involved. The program was de- 
veloped cautiously but gained momentum. An- 
other $10,000 was secured from some unex- 
pended funds in the divisional budget. This 
amount was soon obligated. 

Our budgeted funds were reviewed and some 
$25,000 were diverted from their original al- 
location by a budget amendment. Thus we 
had $45,000 available which soon became com- 
mitted. The problem was by no means limited 
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to Illinois and other States felt the same pres- 
sure. ‘The situation was brought to the atten- 
tion of Congress and a “First Deficiency Ap- 
propriation Act” was passed and approved on 
March 18, 1943 and made $1,200,000, available 
“for grants to States, including Alaska, Hawaii, 
Puerto Rico and the District of Columbia, to 
provide, in addition to similar services otherwise 
available medical, nursing, and hospital ma- 
ternity and infant care for wives and infants of 
enlisted men in the armed forces of the United 
States of the fourth, fifth, sixth, or seventh 
grades, under allotments by the Secretary of 
Labor and plans developed and administered by 
State health agencies and approved by the Chief 
of the Children’s Bureau.” 

Of this sum $25,000 was allocated to Illinois. 
These funds can be authorized for payment of 
hospital and medical care on a fixed basis of 
payment, that is, a maximum is set. The service 
is minima) and not maxima) as shown by the 
regulations. The hospital is supposed to be paid 
on a minimal cost basis but inasmuch as the 
cost has not yet been determined by audit, an 
approximate average per diem cost was set and 
payment authorized accordingly. 

No extra charges were to be made or collected 
by the hospital or doctor. Extra services, such 
as, transfusion and consultation may be author- 
ized and paid. In emergencies, application must 
be made at the time of the first visit. This may 
be done by telephone, telegram or special de- 
livery mail. The papers must be forwarded im- 
mediately. 

Perhaps some figures will be of interest. For 
the first week ending November 28, 1942, care of 
only one case was authorized. For the week end- 
ing May 1, 1943, 74 applications were approved. 
With some weekly variation, there has been a 
steady increase in the number of applications. 
Many have been rejected because the rules and 
regulations state that authorization cannot be 
retroactive. Up to May Ist, the funds obligated 
amount to $48,505.00. 


The total number of cases for which care has 
heen authorized is 616 of which 563 are for 
hospitalization and 53 for home care. The num- 
ber of applications for infant care has been only 
8. The cases are widely distributed throughout 
the state, 72 counties in all. The lowest number 
in any county was one and the greatest was 57. 
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Many hospitals have participated, 53 in all. 
Twenty hospitals have given care to 1 case, 2 


hospitals have taken care of as many as 6 cases, 
and 1 hospital as many as 14 cases. In all, 109 
doctors have participated; 78 doctors have tak- 
en care of one case, 20 have cared for two, and 
11 have cared for three or more. The greatest 
number cared for by any one physician is 8. The 
bills of these hospitals and physicians have been 
approved for payment and some have already 
been paid. The total amount paid out to date 
is $11,176.55; $7,127.55 to hospitals and $4,- 
049. 00 to physicians. 

After July 1st, there will be no definite sum 
allotted to a State. The first day of each month, 
the following information must be wired to the 
Children’s Bureau: 

a. Number of cases authorized during previ- 

ious month. 

b. The estimated total amount of obligations 

incurred for such cases, 

ec. The estimated number of applications 

which will be authorized during the ensu- 
ing month. 

There are a few points which may be men- 
tioned specifically : 

“Any woman in the State, irrespective of 
legal residence, whose husband at time of ap- 
plication is an enlisted man (this includes men 
deceased or missing in action) in the armed 
forces of the United States of the fourth, fifth, 
sixth, or seventh grades (Army, Navy, Marine 
Corps, or Coast Guard) and who makes appli- 
cation for such care, will be eligible for the 
medical and hospital maternity services pro- 
vided under the plan, without cost to the fam- 
ily when similar services are not otherwise 
available from the medical or hospital facilities 
of the Army or Navy or from facilities pro- 
vided by or through official State or local health 
agencies. 

“Tnfants included under this program should 
be referred to child health conferences for 
medical supervision and immunizations where- 
ever arrangements can be made. 

“The cost of intern, resident, and other medi- 
cal staff employed by a hospital are included in 
the calculation of “hospital ward cost per pa- 
tient day” and no additional expenditures may 
be authorized under these plans for payments of 
services of these physicians in such hospitals. 
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“When prenatal care has been provided pa- 
tients under this program in clinics and care 
during labor and the puerperium is provided by 
practicing physicians not employed by the hos- 
pital they may be paid for the medical services 
they render during labor and the puerperium. 
Similarly, physicians, not employed by the hos- 
pital who treat infants admitted to the hospital 
through out-patient clinics under this program 
may be paid for treatment for such children in 
accordance with this scale of payment: 

A. First visit during first year of infant’s 

life — 

It at home — maximum, $4. 

If in office or hospital — maximum, $2. 
(A physician is paid at this rate only for 
the first visit during an infant’s first 
year of life.) 

3. All additional visits in first year of infant’s 

life — 

If at home — maximum, $2. 

[f in office or hospital — maximum, §1. 

C. With maximum payment for first week of 

illness — $10. 

D. With maximum payment for any subse- 

quent week of illness — $5. 

(If the total value of visits in a given 
week [calculated in accordance with A 
and B} is less than the appropriate week- 
ly rate under C or D, the visit should 
be paid for at the visit rates rather than 
the weekly rates.)” 

Fees for specialized services should be de- 
termined by the State Health Agency in con- 
ference with a Technical Advisory Committee. 
The extent of this plan cannot be calculated at 
this time. One cannot fortell its influence upon 
the future practice of medicine and surgery and 
particularly upon that of obstetrics and pediat- 
rics. The plan has the sanction and support of 
Congress as a necessity during war time. It 
may well set a pattern for post war practice, at 
least in maternity and infancy. The medical 
profession should give it careful consideration 
and assist in developing a pattern which will be 
helpful to the patient and doctor alike. 


DISCUSSION 

Dr. Luella E. Nadelhoffer (Chicago) : I believe that 

I express the reaction of the Society when I say we 
are grateful to Dr. Adair and to Dr .Ball for pre- 
senting to us this timely war time problem. 
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Dr. Estelle Warner, this morning at the Medical 
Women’s breakfast, said that thirty of the states are 
participating in this program, and that several are 
about to begin it. 


In Chicago we have had, as Dr. Ball stated, as in 
other communities, an increase in marriage and birth 
rates. For example, last year in Chicago we had 
68,549 live births as compared with 57,329 in 1941; 
that is, a birth rate of 17.5 in 1942 as compared with 
16.9 in 1941, and the average birth rate for the years 
from 1930 to 1940 was 15. 


At the same time, we have had a decrease in our 
maternal and infant mortality rates, which has been 
very satisfactory. The maternal mortality rate for 
1942 in Chicago was two per thousand live births, 
which is the lowest that it has ever been. The infant 
mortality rate was 28.4 per 1000. We believe this 
shows that in spite of the increase in births and over- 
taxing of our hospital facilties, and with the decrease 
in physicians, we have maintained our standards. Dr. 
Cross mentioned this morning that one purpose of this 
program which Dr. Ball has presented to us is that 
we must maintain our standards of maternity and 
infant care. 


In the fall of 1942, at a conference between repre- 
sentatives of the Red Cross and the Health Depart- 
ment, the question of the care of wives of men in 
the armed forces was taken up. There were many 
wives of men in the armed forces who were not be- 
ing adequately taken care of, who were coming in to 
Chicago as transients, or who had been living here and 
because of the husband’s salary were unable to get 
adequate matefnity care. 


At that time we decided that these patients, if they 
did not have other means of getting prenatal or ma- 
ternity care, should be sent to the Board of Health 
prenatal stations, operated at strategic points through- 
out the city of Chicago. Here the patients received 
prenatal care, and arrangements were made for de- 
livery, either by private physicians or by institutions. 


Some hospitals, such as the Chicago Lying-In Hos- 
pital, accepted emergency cases, without fee, where the 
patient could not be taken care of otherwise, or where 
plans had not been made for her care. Other hospitals 
have done the same thing. 


There are problems, of course, connected with this 
plan. It is very new, and many things have to be 
worked out; for example, I believe that many of the 
women concerned do not know of this plan for their 
care, because we have had many requests at the Health 
Department, both by letter and telephone. 


Many of the hospitals feel that the $50 fee is not 
sufficient to cover the costs. And other questions have 
come up in regard to hospitalization; for example, 
one patient had to be hospitalized in about the middle 
of her pregnancy. She had pneumonia, needed oxy- 
gen, expensive treatment, and long hospitalization, and 
the question came up whether payment would be au- 
thorized for that type of care under this plan. Per- 
haps Dr. Ball will answer that for us. 
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There are complaints that the fee for physicians is 
very low, but this fee was set, I believe, by a ma- 
ternal advisory committee and the groups in Wash- 
ington, as the fee to be used, at least to start. 


I think it is too early to know just how much need 
there is going to be in Chicago. We have had about 
50 or 60 authorizations for payment under this plan, 
and the authorizations seem to be coming in faster as 
the doctors and wives of the armed forces learn about 
the plan. I think there is a great need for it, and I 
believe that hospitals and doctors, should cooperate to 
the best of their ability, to take this as a wartime 
measure, and as their duty to the wives of the men 
who are in service. 

Dr. Ball (closing the discussion on Dr. Adair’s pa- 
per): I wish to thank Dr. Nadelhoffer for her dis- 
cussion. 

In answering the question which she brought up: 
When we stop to consider the number of people to be 
served and the amount of money that has been ap- 
propriated, we realize it’ has to be spent as wisely as 
possible, hence we cannot spend too much on one 
case. 

There has been no provision made for too much 
care for any one individual. Something very essential, 
something ‘very necessary might be taken care of, but 
as a rule it must apply as strictly as possible to the 
maternal infant care. 





GOLD THERAPY OF ARTHRITIS 
EvuGENE F. Traut, M. D. 
OAK PARK 
AND 
Lievut.-Cot. Evan M. Barton, M.C., U.S.A. 
FORT SHERIDAN 

We have always held that any new therapy, 
particularly if more dangerous than currently 
used measures, must be effective in patients not 
benefited by treatment now in present use or 
must be cheaper, safer, easier to administer or 
more rapidly beneficial. 

Gold belongs to the therapeutic era of “altera- 
tives”. Alteratives are chemicals predominantly 
of iodine, arsenic or sulphur composition used 
empirically to “alter”, preferably favorably, the 
course of disease. 

The multitude of measures listed as cures for 
arthritis results from applying some procedure to 
previously untreated patients with a prompt re- 
cording of the patient’s subsequent course. Such 
treatment often represents the first attention 
given by the patient to his illness. Often the 
patient mends his way of life of his own accord 
on first consulting the doctor. The patient ob- 
tains suggestions for hygienic, dietetic and phys- 





E. F, TRAUT—E. M. BARTON 263 


ical or even sympomatic medical treatment 
from other patients. These measures are not 
taken into the calculation of results but play no 
small part in any improvement... Even the visit 
to the doctor’s office or clinic is a sobering 
event often leading to self-induced rest or at 
least to a circumscription of activities. 


Our first experience with gold as a therapeutic 
agent was European in 1923. We injected it in 
another disease for which there is no specific 
therapy, pulmonary tuberculosis. A patient with 
tuberculosis like a patient with arthritis tends 
to improve spontaneously and as a result of rest. 
Gold has been largely abandoned as a therapeutic 
agent for consumption and for the same reasons 
which condemn its use in arthritis: failure to 
improve patients unimprovable by bed rest and 
because of its poisonous effect. It was then used 
in another disease characterized by spontaneous 
remissions, multiple sclerosis. Following a num- 
ber of enthusiastic early reports it has also been 
dropped as treatment for this disease. In 
the intervening years Forestier has been inject- 
ing gold compounds into patients with chronic 
arthritis. 


We planned to use gold only in patients thor- 
oughly studied and not benefited by other 
measures, in whom the disease was either pro- 
gressing in spite of other measures or in whom 
the disease and the patient were in equilibrium. 
The patients chosen had the atrophic or rheuma- 
toid type of disease with rapic sedimentation 
rates. Kidney or liver disease were causes of 
rejection. These patients had been seen long 
enough to evaluate the possibility of spontaneous 
remissions of the joint disease. The group com- 
prised five private patients, nine patients in the 
arthritis clinic of the out-patient department of 
the Presbyterian Hospital, Chicago, and two pa- 
tients in Cook County Hospital. 


On their frequent visits they were examined 
and questioned about skin or mouth irritation, 
nausea, headache or weakness. The sedimenta- 
tion time was estimated before and during the 
treatment. Frequent blood counts were made 
and the degree of bilirubinimia was estimated. 
Routine urinalysis was performed at each visit. 
The urobilinogen in the urine was quantitatively 
determined. Testing for abnormally large 
amounts of urobilinogen in the urine (hyperuro- 
bilinogenuria) provides an easy, quick and inex- 
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pensive means of detecting liver damage early. 
It is especially valuable and should be routinely 
employed when arsenic, gold or cinchophen are 
being administered. 


In private patients we used a solution of gold 
sodium thiosulphate. In the clinic, sodium suc- 
cinamide-aurate was injected. Tuberculosis pa- 
tients injected with the succinamide were re- 
putedly free from reactions. The gold sodium 
thiosulphate was injected at five-day intervals 
starting with ten milligrams and increasing each 
dose by ten milligrams until one gram had been 
given. Two to four weeks separated the courses 
of one gram. The succinamide was started at 
twenty-five milligrams. Each dose was increased 
by ten milligrams. Two patients attained doses 
of two hundred fifty milligrams. 


The criteria of improvement were: relief of 
weakness and improvement in the local joint 
status as judged by decrease in pain, tenderness, 
stiffness and swelling. These estimations were 
made as objective as possible. Actual measure- 
ments were recorded from visit to visit in many 
cases. The slowing of sedimentation and a de- 
crease of anemia were laboratory criteria of im- 
provement. 


From these standpoints none of the private 
patients was improved nor did any become worse. 
Four of the nine clinic patients were improved. 
Two of the five private patients developed 
marked hyperurobilinogenuria. In one of them 
stomatitis appeared after two courses of 1 gram 
each. Exfoliative dermatitis appeared after the 
treatment of two others after 0.9 gm. and 1.0 
gm. respectively. The exfoliation has completely 
disappeared after several months treatment of 
each of these two patients. Four of the clinic 
patients showed toxic reactions sufficiently se- 
vere to require stopping the injections. These 
were noted after an average of 285 mg. of gold 
succinamide had been injected. All patients 
seemingly recovered from the toxic reactions, 
some after a stormy course. One clinic patient 
whose arthritis had lessened had a relapse within 
nine months and is now bedfast. Three of the 
four clinic patients developing toxic reactions 
gave positive gold patch tests. One patient with 
a positive gold patch test tolerated the gold in- 
jecticns well. One patient had marked lupus 
vulgaris complicated by rheumatoid arthritis. 
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Her lupus cleared up completely on 0.7 gm. of 
gold sodium thiosulphate. Her arthritic status 
is unchanged. 

The results of this smaller number of cases 
did not encourage us to increase the series. 


CONCLUSIONS 


Gold was not found recommendable as a safe, 
inexpensive therapy effective after the failure of 
currently available treatment. 





THE IMPORTANCE OF PROPER 
OPERATIVE INCISIONS 
Atrrep B. Owen, M.D., F.A.C.S. 
ROCKFORD 


The, importance of the proper incision in 
surgical operations has always been stressed by 
authors of operative surgery and the teachers 
of operative technique, but the average surgeon, 
as he becomes more and more engrossed in un- 
derlying or causative pathology, has a tendency 
to forget or minimize the all important initial 
incision which affords the access to the surgical 
procedure which must lead to the proper expo- 
sure of the field of operation and the consequent 
attempt to relieve the condition for which the 
operation is indicated. Bickham’ in his classi- 
cal work on Operative Surgery states, “Preceding 
the actual cut, the surgeon should have very 
definitely determined in his own mind — What 
he intends to do — How he intends to do it — 
What he is likely to encounter — and — How he 
is going to get into the body. The primary in- 
cision is, both literally and figuratively, the key, 
or the opening, to the situation — and, if rightly 
made, will greatly aid the surgeons subsequent 
steps — just as it will greatly embarrass and 
handicap him if wrongly made.” 


It is not my purpose in this paper to justify 
or champion any given type of incision for any 
given surgical procedure but to emphasize the 
proper approach that the minimum of trauma 
and efficacy will facilitate the operative pro- 
cedure which is to follow, lessen the postopera- 
tive complications and restore the patient to 
health with the minimum loss of time and a 
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gratifying functional and cosmetic result. This 
is the water-mark of the true surgeon. What I 
have to say concerning four or five specific opera- 
tions which the average surgeon is called upon 
to perform, must of necessity apply to all types 
of incisions if this paper is to serve any useful 
purpose. The determining features such as 
length of incision sufficient to plainly expose 
the involved region, permit of the requisite 
manipulations of the structures directly involved, 
and safely conserve the adjacent structures from 
the harm that comes of trying to manipulate in 
too restricted confines, are primary considera- 
tions over the secondary factors such as time, 
dexterity, and the resultant scar. 


It must be remembered in making the skin 
incision for the ideal thyroidectomy, that the re- 
sultant scar will be much lower than an operator 
without experience would anticipate. Of course 
it goes without saying that the longer the goitre 
the lower this displacement for the same reason, 
as Bartlett? puts it that “a pendulum rises 
farther the more it swings out.” Too often in 
our travels have we seen a semilunar scar hang- 
ing low over the sternum of a rather bony fe- 
male when the inevitable necklace rides four or 
five inches higher. The line marking the incision 
should always be made about one cm. higher 
than is planned for the final scar which is to be 
covered by a necklace. 

The length of the collar incision is a matter 
of importance largely because one is inclined to 
go further than is necessary with it. Bartlett? 
states that, “one of adequate length should at 
first look relatively too short until the operator 
learns by experience that the skin of the neck 
is very elastic.” 

A short incision can always be lengthened if 
it is necessary to divide the lateral ribbon 
muscles, but a too lengthy incision will always 
be a too lengthy scar. 


The surgical approach to a radical mastectomy 
should be one that would give us the maximum 
exposure to the axillary and subclavicular glands 
and allow for comfortable closure. The old clas- 
sical semilunar incision of Halsted* seems to 
facilitate this procedure admirably, but by the 
same token a transverse incision, of which I 
have seen two on the occasion of a recurrence of 
the malignancy, cannot possibly allow for an 
adequate exposure of the glands into which this 
area naturally drains. 


ALFRED B. OWEN 265 


If, as so often happens, a simple excision of 
a mammary tumor is followed after a frozen 
section by a radical removal of the breast, the 
primary incision should in no way interfere with 
the prerequisite for the radical incision which 
I have described. 


For the removal or drainage of the gallbladder 
it is of primary importance to determine the 
lower anterior margin of the liver. By simple 
percussion or auscultatory percussion, this land- 
mark should be first determined. The three in- 
cisions most commonly used are the oblique in- 
fracostal, the right rectus and the transverse. 
This is the opinion of Cuttler and Zollinger* and 
of course is open to debate but the point to be 
remembered is adequate exposure of the gall- 
bladder and cystic and common duct, so that 
with gentle traction on the edge of the liver 
proper, bringing the organ downward from un- 
der cover of the ribs, the under surface of the 
liver can be brought anterior bringing the field 
of operation quite close to the surface. This 
was the object of the original Mayo-Robinson in- 
cision which combines the vertical right rectus 
with the oblique infracostal incision. These in- 
cisions avoid the multiple nerve destruction seen 
so often in the long oblique incision we so often 
run into in subsequent examinations. There is 
a temptation, I admit, to lengthen the incision, 
say just another inch or two, and with consider- 
able traction deliver an appendix into the open- 
ing, but how much better in the great majority 
of cases is it to simply feel down with the left 
hand, locate the appendix and then make another 
incision, only a small one is necessary, and do 
the appendectomy thru the secondary opening. 


The incision scars I have been seeing for 
years, thru which surgeons were supposed to have 
just lifted the appendix, have been varied and 
ugly. This category of incisions really turned my 
mind to this subject several years ago. When the 
subsequent adhesions following a long and mis- 
placed incision for a simple appendix is a factor 
in the dystocia of pregnancy, it is time that 
someone raised a voice in protest. 


I have a feeling that a failure to make a cor- 
rect diagnosis is an excuse for some of the so- 
called utility openings. Here, again, a little care 
in placing the incision will save a young patient 


no end of discomfort. 
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Considering that we are operating a diagnosed 
simple appendix and our examination clearly 
demonstrates a definite point of tenderness over 
McBurney’s point, why should we not make our 
incision over that point? The late Wm. E. 
Schroeder has clearly and dramatically pointed 
out on many occasions that the incision for an 
acute appendix should be made over the point of 
maximum tenderness, yet we blithely ignore 
this point of maximum tenderness and make our 
incision where we think the appendix should be 
only to enlarge it to where it really is and there- 
by extend and prolong the convalescence with an 
increased likelihood for post-operative herniae 
and obstructive forming adhesions. 


The classical incision for a laparotomy is a 
supra-pubic midline incision and can be extended 
up and around the naval if more exposure is 
subsequently needed, but here again I myself 
have been guilty of making quite a common er- 
ror, that of opening the abdomen in a transverse 
incision, not after Pfannenstiel, but to produce 
a minimum scar formation, and then continue 
toward the peritoneum by splitting the rectus 
sheath, only upon opening the abdomen to find 
yourself confronted with pathology which is hard 
enough to relieve thru a classical incision, and 
now to have deliberately handicapped oneself by 
a faulty opening, you have added more trouble 
to an operative procedure than is warranted. 


In speaking of abdominal incisions, Thorek® 
says it should be judged by the following cri- 
teria. 


1. It should give a free exposure of the dis- 
eased area. 


2. It should offer no impediment to prompt 
healing with a minimum of scar formation and 


3. It should after healing permit good func- 
tioning of the abdominal muscles. 


These points we should always bear in mind 
in making the primary incision and our efforts 
will be greatly rewarded. 

321 W. State Street 
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DISCUSSION 


Dr. Joseph S. Lundholm: I believe this subject 
could be used as a striking example of the old adage: 
“A difference of opinion makes a horse race.” [| 
don’t want to go into details on it. The question of 
the quotation that Dr. Owen gave, “That a man should 
know what he intends to do and how he intends to 
do it,” is, of course, based on the supposition that he 
always makes a diagnosis of a surgical belly. 


Those of us that are in this work realize how often 
we are confronted with a surgical belly, an acute belly 
that needs work done immediately and we cannot 
make a positive diagnosis. In those cases I believe 
the selection of the proper site is over the point of 
maximum tenderness, using the adage of Schroeder’s 
that Dr. Owen spoke of, “to put the location over 
the point of greatest tenderness”. I believe all of us 
have had experience in finding that this rule proves to 
be one of the best. 


In selecting the area for incision I think we must 
simply consider the prerequisites that have been 
grouped so ably by Spivack. First, a good operative 
field is essential, and it speaks for itself. Second, we 
should have the consideration of the physiological and 
anatomical point. 


In this connection, considering the skin of the ab- 
domen first, we know that there are numerous fissures 
extending transversely in a slightly elliptical position 
that are called the fissures of Langer. If we desire 
to make our incision conform to these fissures, we 
know that from the standpoint of the cosmetic effect, 
which is the third prerequisite, we then will have a 
minimum of scar. Underlying the skin we have the 
superficial fascia which in itself is divided into two 
layers: the superficial or what is known as Camper’s 
fascia, and the deeper layer that is known as Scarpa’s 
fascia, which lower in the abdomen becomes continued 
with Poupart’s fascia, and also with the fascia lata in 
the thigh. 


Knowledge of the distribution of the fascia, particu- 
larly of the lower abdomen, will enable the surgeon to 
make his incision in such a way as to make the proper 
incision. 

The knowledge of the muscle is, of course, also ex- 
tremely important as to where to make your incision 
if you wish to avoid injury to the muscle. 


The nerves supplying the abdominal wall, of course, 
come around transversely, the blood supply comes 
transversely and longitudinally; so that in either 
event, whether we make a transverse or longitudinal 
incision, our blood supply will be affected approximate- 
ly the same. 


In making a choice between a transverse and a 
longitudinal incision it is a question of whether or 
not we want to prefer the damage to the minor nerve 
endings in the skin and the subcutaneous tissue or, in 
the transverse incision, cutting the muscle. And that, 
as I said when I started, is a question of choice, and 
that is what makes it a horse race. 
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CONVULSIVE SHOCK THERAPY 
Vernon L. Evans, M. D. 
AURORA 


The deliberate induction of convulsions by ' 


the injection of metrazol in the treatment of 
mental disease was introduced by Ladislau von 
Meduna in 1933. The use of this method of 
treatment spread and became popular coinci- 
dent with the production of coma by the injec- 
tion of large doses of insulin, which was intro- 
duced by Manfred Sakel in 1933. The induction 
of convulsions by the passage of an electric cur- 
rent through the brain was introduced by Cer- 
letti and Bini in 1938. 

Technique——In the case of metrazol shock 
therapy, the drug metrazol, a soluble camphor 
derivative is injected intravenously in dosage 
such that convulsions are produced. The initial 
dosage required varies between 3 and 5: ce. of 
a 10% solution. In the case of the electric 
shock, the current is passed between two elec- 
trodes placed over the temporal areas. A rubber 
strap is used to hold the electrodes in place and 
some salt paste is used to insure a good contact. 
No cutting or shaving of the hair is necessary. 
A number of machines are available to deliver 
the desired current. The machine in use at 
Mercyville Sanitarium delivers an alternating 
current of approximately 110 volts and this is 
taken from the lighting circuit in the building. 
There is an automatic timing device which en- 
ables one to vary the duration of current from 
one tenth to one second, and the milliamperage 
may be varied between 200 and 700 milliam- 
peres. Treatments with either metrazol or elec- 
tric shock are usually given at the rate of 2 or 
3 per week, for a total of 8 to 12 treatments. 


The electric shock treatment has certain ad- 
vantages over the metrazol treatment, and has 
largely replaced the latter. The reactions pro- 
duced by both methods are very much alike. The 
patient has a rather typical grand mal epilepti- 
form seizure. At first there is a tonic spasm of 
all the voluntary muscles and this is replaced by 
clonic convulsive movements, followed by a pe- 
riod of relaxation and apnoea. During this 
period the patient becomes very cyanotic, but 
this quickly disappears after breathing has been 
resumed. The total duration of the seizure is 
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about one minute. In the case of metrazol, about 
20 seconds is required from the time of the in- 
jection of the drug until consciousness is lost. 
During this time, many patients experience a 
terrifying sense of impending dissolution, and 
they frequently develop an attitude of panic 
before each treatment. In the case of the elec- 
tric shock, consciousness is lost instantaneously, 
and the patient usually has a period of amnesia, 
which extends back for a period of a few min- 
utes before the treatment was given, and he may 
not remember going into the treatment room or 
having the electrodes applied to his head. The 
electric treatments are, as a rule, not feared by 
the patient. Another advantage of the electric 
shock is that the effect is entirely on the nervous 
system, whereas with metrazol therapy the drug 
is a powerful stimulator, not only of the nervous 
system, but of the cardio respiratory system as 
well. For this reason, it is possible to give the 
electric treatment to some persons whose cardio- 
vascular systems are not in good condition. 


Indications.—Convulsive shock therapy origi- 
nally was used for cases of schizophrenia or de- 
mentia praecox. However, its use has been ex- 
tended to other mental disorders and it has 
been found more effective in some other condi- 
tions. Depressions of ali types tend to respond 
very favorably. The results have been excellent 
in cases of manic depressive psychosis — de- 
pressed type, involutional melancholia and re- 
active psychoneurotic depressions. I regard con- 
vulsive shock therapy as the specific treatment 
for these diseases. 


Another group of patients that I would like to 
call your attention to is the group of elderly 
people who are depressed. Many patients with 
supposed senile dementia, with depression as 
their outstanding symptom, respond remarkably 
well to convulsive shock therapy. We have had 
a number of people in their 70th and 80th dec- 
ades who were sent to us for custodial care, for 
supposed senile dementia, and some of them 
have responded remarkably well to convulsive 
shock treatment. Closer study of these patients 
reveals that their outstanding symptom is de- 
pression, and that their memories and intellects 
are comparatively well preserved. They stand 
the treatment with very few ill effects, and it 
has been most gratifying to be able to send these 
supposedly incurable people home entirely well. 
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In manic depressive psychosis — manic type 
our results have been rather disappointing. The 
patients respond beautifully to a few treatments 
and then relapse in a week or two. 


The results of shock treatment in dementia 
praecox were first reported as remarkably en- 
couraging and cures in as high as 85% of pa- 
tients were claimed. With the passage of time, 
it has been found that many of the supposed re- 
coveries were only temporary improvements. 
However, the recovery rate is still definitely 
higher with treatment than without it and the 
length of the patient’s hospitalization can usually 
be changed from several months to a few weeks 
with the help of convulsive shock therapy. Psy- 
chiatrists are tending to agree that insulin 
shock produces a higher percentage of remis- 
sions than does convulsive shock in dementia 
praecox. 


Some cases of psychoneuroses have been 
treated with convulsive shock therapy with good 
results. Cases of anxiety state, neurasthenia and 
hypochondriasis in general tend to be improved 
by convulsive shock therapy. Our results with 
cases of obsessive compulsive neurosis have been 
poor and some of the patients have become more 
agitated after the treatment. 


Contraindications.—From a psychiatric stand- 
point, there are very few contraindications to 
convulsive shock therapy. In general it may be 
said that if the treatment does not help the 
patient, it will not harm him either. Several of 
our cases of dementia praecox have had acute 
excited periods after the course of treatment had 
been finished. From a physical standpoint, there 
are remarkably few contraindications — especial- 
lv to electroshock therapy. We have had no mor- 
tality rate in our series of 412 patients treated 
with electroshock and 182 patients treated with 
metrazol. A survey of American institutions 
gives a mortality rate of 0.05% with electro- 
shock, and 0.17% with metrazol. We have 


treated patients with decompensated rheumatic 


heart disease, with electrocardiographic and clin- 
ical evidence of former coronary occlusions, and 
with pronounced vascular hypertension. We have 
treated two patients with histories and physical 
findings of former cerebral thromboses. In none 
of these cases were any noteworthy untoward 


results noticed. 
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Complications—The eomplications are re- 
markably few. Although extensive experimental 
work in laboratory animals has shown the pres- 
ence of petechial hemorrhages and the formation 
of scar tissue in the brain after shock therapy, 
there has been little clinical evidence of organic 
brain damage. Toward the end of their course 
of treatment, many patients become markedly 
confused and their memories very poor. This, 
however, largely disappears in two or three 
weeks, although a few slight permanent memory 
defects have been observed. Fractures, especial- 
ly compression fractures of the lower dorsal 
vertebrae, did appear to be a serious cause for 
trouble. However, this danger has been largely 
eliminated. The fractures are produced by a 
sudden forward lunge with acute flexion of the 
spine which occurs at the beginning of the treat- 
ment. This has been eliminated by hyperexten- 
sion of the spine with a pillow or sand-bag 
placed under the back and the exertion of firm 
pressure on the anterior chest and shoulders by 
attendants during the treatment. In our series 
we have had one fracture of the hip and 3 frac- 
tures of the humerus with electroshock, one frac- 
ture of the hip and one fracture of the humerus 
with metrazol. These have all occurred in el- 
derly patients, and were apparently due to the 
direct muscle pull during the convulsion. In 
1941 Bennett introduced curare to paralyze the 
voluntary muscles during the treatment. We 
have adopted the practice of giving the curare 
(which is given intravenously three minutes be- 
fore the treatment) to all patients over 50 years 


of age, and we have had no fractures since this 
procedure was introduced. 


SUMMARY 


Convulsive shock therapy, especially electro- 
convulsive shock therapy, is a relatively simple 
treatment which produces very gratifying results 
mm many mental diseases, When the proper tech- 
nique is used in its administration, the contrain- 
dications are very few and the complications 
negligible. 

DISCUSSION 

Dr. Francis J. Gerty (Chicago): A discussion on 
Dr. Evans’ paper seems almost unnecessary. He has 
made his points clearly. 

Perhaps you may wonder how it was that any one 
ever thought of purposely inducing convulsions in 
order to treat disease. I am sorry that Dr. Meduna, 
who was the first to use the convulsive treatment for 
schizophrenia, is not himself here to tell you how he 
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got that idea. It was based on his observation that 
rarely did patients with dementia praecox have sei- 
zures such as epileptics have. He thought that pos- 
sibly there was something mutually exclusive about 
the two diseases and he undertook his experiments to 
induce convulsions in patients with dementia praecox. 

I do not know whether I can subscribe to the thesis 
that patients with dementia praecox never have epi- 
leptiform convulsions. In a few cases I have seen 
schizophrenic or praecox patients who have had con- 
vulsions without having them induced therapeutically. 
In fact, we do not get our best results by the use of 
the convulsive treatment in cases of dementia praecox. 
Insulin shock seems to give somewhat better results. 

In fact, all shock treatments are disappointing in 
many of the cases of dementia praecox. We have 
found that there are other psychotic conditions, par- 
ticularly the psychoses of the various depressive types, 
which respond beautifully to shock treatment. 

You may wonder why this is so. Neither Dr. 
Evans nor I can give you the answer, I believe. We 
can point to some of the theories that are offered by 
way of explanation. 

Certain persons feel that the results are to be ex- 
plained on psychological grounds — particularly on 
the basis of fear reactions. With the metrazol treat- 
ment, there is very definite fear and panic in the early 
part of the performance of each treatment. In electric 
shock treatment the fear factor is’ very much less. 

I suppose we cannot entirely eliminate fear as an 
explanation because anyone who has the prospect of 
receiving a series of convulsive treatments, no matter 
how painlessly induced, must regard the whole pro- 
cedure with some measure of fear. 

Experimental evidence is accumulating rapidly that 
very definite changes in brain metabolism take place as 
a result of shock treatment. There are certain com- 
mon factors found, regardless of the type of shock 
treatment. Means have been devised to measure the 
oxygen tension in the brains of animals under experi- 
mental conditions, and we have been able to study the 
effects of convulsion in these animals. 

Much work has been done on carbohydrate metabo- 
lism and its relation to shock treatments. Certain hor- 
monal substances have been found that indicate that 
shock treatments do produce hormonal changes which 
tend to counteract those found in some of the psy- 
chotic conditions. 

This treatment undoubtedly produces excellent re- 
sults in certain types of mental disturbance. In fact, 
the progress made here is in line with that which was 
found in another treatment which seemed very drastic 
at first — the fever treatment of paresis. 

I think the best testimonial as to the value of the 
treatment of the convulsive type was found in the 
“Before and after’ movie which Dr. Evans showed 
you of elderly depressed patients who had been bene- 
fited by this treatment. : 

In closing I might remark that with his usual mod- 
esty Dr. Evans has failed to tell you that he was one 
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of the first to report on the use of convulsive treat- 
ment in elderly patients. He was well prepared to do 
this work by reason of his preparation in internal 
medicine before he specialized in psychiatry. 





FACTORS INFLUENCING THE DU- 
RATION OF ACUTE TONSILLITIS 


M. Tamart, M.D., 
AND 
ALEX M. Berman, M.D. 
CHICAGO 





It is well known that certain meteorological 
factors such as sudden storms, rapid fall of 
temperature after a heat wave and sudden fall 
of air pressure, not only influence but definitely 
favor the incidence of acute infections of the 
throat. While weather conditions alone are not 
a direct cause of disease, yet it is an accepted 
fact that in many individuals changing weather 
conditions cause a lowering of resistance, which 
allows bacteria to overcome the natural body 
defenses and cause illness. 


The relationship of seasonal differences and 
meteorological factors to some respiratory dis- 
eases have been described by Koerbel, Petersen, 
Fabricant, and others. Fabricant, especially, 
studied this influence in children. He found 
that a “cold front” ie., when the temperature 
falls, humidity lessens and the barometric pres- 
sure rises, there is a sudden increase in acute 
tonsillitis in children. Grant was able to show 
that when the body surfaces were cooled there 
was produced an ischemia of the palate, phar- 
vnx, and tonsils. After the body warmed up 
again the anemia of the palate and pharynx 
slowly disappeared and the tonsils soon recov- 
ered, 


Experimentally, it has shown that “cold 
shock” causes a sudden fall of the leukocyte 
count, a lowering of the blood pressure, and a 
decrease of the clotting time, which indicates a 
violent change in the biochemical balance of the 
blood. The decrease of the resistance of the 
body due to the lowering of the leukocytes and 
the loss of immune bodies in the blood stream 
can be measured by the method of Platonow, 
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who devised a functional test of phygocytosis. 


In a survey of upper respiratory diseases in 
children admitted to the medical pediatric serv- 
ice at the Cook County Hospital in Chicago in 
1941, it was found that out of a total of 4941 
cases admitted, 607 had upper respiratory infec- 
tions. When these figures were analyzed accord- 
ing to months they showed that during the 
stormy days of January and March a very high 
percentage of admissions were upper respiratory 
infections. There was a gradual decrease in the 
number of upper respiratory cases during the 
succeeding months until June and then from 
July to October there was a gradual increase in 
the number of cases. These figures conform 
to our own findings on a larger scale which we 
are in the midst of completing at the Illinois 
Charitable Eye and Ear Infirmary in Chicago. 
In analyzing a large number of cases of acute 
tonsillitis at the Illinois Charitable Eye and Ear 
Infirmary; it was found that changes of season 
not only increased the number of cases but also 
prolonged the duration of acute tonsillitis and 
increased the number of complications. 


The sharp increase in the number of upper 
respiratory infections during July and August 
over that of May and June can be explained 
on the basis of basal metabolism, which is vari- 
able, increasing with the falling temperature 
and decreasing as the temperature rises. Coincid- 
ing with the changes in metabolic rate is the 
ability of the body to produce immune bodies, 
which is high when there is an increased heat 
loss. 


Other conditions which decrease the general 
resistance of the individual and prolong the 
duration of acute tonsillitis are rickets in chil- 
dren, anemias, tuberculosis, and other debilitat- 
ing diseases. In adult females an acute attack 
of tonsillitis is prolonged and healing is much 
delayed during the menstrual period. According 
to DeLee, the incidence of tonsillar infections 
is increased during menstruation. During men- 
struation there is a dilitation of the capillary 
bed, decreased blood pressure and erythrocytes 
and an increase in the metabolic rate, together 
with a shift of the hydrogen ion concentration 
toward the acid side. All these factors, there- 
fore, influence and prolong acute tonsillitis dur- 
ing this penod. The findings during menstru- 
ation are similar to that which is found in 
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chillling of the body surfaces. Coinciding with 
the change of the acid base balance there is an 
alteration of the calcium metabolism which 
causes an impairment of the normal mucosal 
function. There is also marked necrotic loss of 
the epithelial lining in acute tonsillitis during 
the menstrual state. 

The tonsil consists of a reticulum of adenoid 
tissue with individual lymphoid nodules distrib- 
uted in groups. In the region of the crypts the 
adenoid reticular tissue extends. very closely to 
the epithelium. Under the free epithelial sur- 
face lining the adenoid tissue is separated by a 
large irregular band of connective tissue. 


Waldapfel and Grossmann have shown that 
acute tonsillitis is characterized by a type of 
phlegmonous inflammation. The centers of the 
folliculi are filled with polymorphoneuclear 
leukocytes and streptococci. The streptococci are 
mostly intracellular. The outer lymphocytic 
layer of the follicular nodule does not show 
any changes. The lacunae are filled with epi- 
thelial debris, leukocytes and streptococci. The 
latter are of the same type as are present in the 
nodules. In our own study of histological slides 
we also found that acute tonsillitis is a disease 
of the whole tonsil rather than the surface of 
the tonsil alone. 


The normal healthy mouth contains a great 
many saprophytic pathogenic, micro-organisms 
of various types. However, the streptococci and 
pneumococci are mostly responsible for acute 
tonsillar infections. Whereas streptococcic ton- 
sillitis, assuming that no other peritonsillar com- 
plication exists, runs a normal course of from 
two to three days, the resolution of pneumococcic 
tonsillitis is always delayed. Pneumococcic an- 
gina usually runs a mild course, but delayed 
resolution or rather prolongation of the attack 
is typical for this specific type of infection. The 
prolonged course is due to the fact that pneu- 
mococcic casts in the crypts resolve very slowly, 
which is similar to pneumococcic resolution in 
the lungs. Histologically this can be particularly 
well observed in the adenoid tissue where both 
a transitional and respiratory epithelium exists. 


Local conditions extending an attack of acute 
tonsillitis are chonic infections of the teeth and 
mouth, chronic sinusitis, and chronic infectious 
diseases of the larynx, trachea, and bronchi. In 
these cases not only does decreased resistance 
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play a role, but also local irritation through 
coughing, reinfections, or the constant bathing 
of the tonsillar area by infectious secretions 
from the sinuses or bronchi, etc., cause an ex- 
tended course. 

Swabbing, painting, and washing the crypts, 
as well as suction of the tonsils during acute 
attacks, are mechanical therapeutic efforts which 
retard the normal healing process. Traumatism 
to the superficial folliculi often cause deeper 
defects and granular reaction of the tonsils and 
hinder the normal course of tonsillitis. 


A prolonged course of acute tonsillitis was 
observed in several cases where an abnormally 
long styloid process was present either within 
the tonsil itself or in the pillars. The styloid 
process often is made up of multiple bony frag- 
ments linked together by connective tissue. In 
these cases during acute tonsillitis an accompany- 
ing periostitis ensues which not only prolongs 
the duration of the disease but also increases 
the pain. 

Tonsillotomy or incomplete tonsillar removal, 
either intentional or otherwise, as is still prac- 
ticed in some sectors, could also be considered 
a mechanical insult. Infections of stumps or 
larger tonsillar remains are marked by more 
prolonged and painful duration. 

In histological studies on tonsils which were 
reoperated because of recurrent and prolonged 
attacks of tonsillitis, we found that the surface 
epithelium was thinned out and the papillae 
were absent. In this latter regard the process 
of repair of the epithelial lining resembles that 
of the skin, which after covering the wound 
does not contain papillae under that area. The 
crypts of the tonsil, covered with new epithelium 
partly disintegrate or give rise to cystic degener- 
ation. Just below the “papillae-less” and “crypt- 
less” epithelium, one can find, in the loose con- 
nective tissue, large lymphoid spaces, and small 
remnants of sub-epithelial folliculi. The reinfec- 
tions of the lymphatic spaces are mostly respon- 
sible for the increased duration of an acute 
attack of tonsillitis, and often lead to extra ton- 
sillar complications. 


A typical acute tonsillitis with prolonged 
course occurs often if the infection is superim- 
posed on tonsils having previous infective 
changes. We observed a case of acute tonsillitis 
having a septic temperature for three weeks. 
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The patient was a seven year old female that 
had had several bouts of acute sore throat 
previously. The last attack started with an upper 
respiratory infection. Culture of the tonsillar 
smear showed pneumococcus lanceolatus. After 
sulfonamide therapy was instituted, the patient 
recovered. Three months later a tonsillectomy 
was performed. Microscopic examination of the 
excised tonsils revealed a typical tuberculosis 
of the adenoid tissue with large tubercules in 
the subepithelial layer and typical multi-neucle- 
ated giant cells of the Langhans type. 


Cystic degeneration of the tonsillar tissues 
is another factor that increases the duration of 
an attack of acute tonsillitis. -A typical example 
of such a case was a colored female, 56 years 
old, who complained of frequent sore throats 
that lasted two to three weeks over a period 
of several years. She stated that during the 
attack her tonsils grew larger, Examination 
revealed medium sized almost normal looking 
tonsils, having a smooth epithelium and at the 
lower pole of each tonsil was a whitish area 
about 2 mm. in diameter. General physical 
examination was essentially negative. The ton- 
sils were removed and studied histologically. 
The outer epithelium was found to be thinned 
out, homogenous, and devoid of papillae. The 
stroma showed large cystic dilitations through- 
out. The adenoid tissue was scanty and near 
the crypts it was reduced to a small layer. The 
cyst contained much desquamated epithelial cells 
plus cholesterol crystals. The inner epithelial 
lining was a thin squamous layer originating 
from the covering of the crypts. In this case 
the inflammatory attack always involved the 
cystic areas, and the surrounding atrophic ade- 
noid tissues recovered slowly, thus giving rise 
to a prolonged painful course of tonsillitis. 


Still another factor influencing the normal 
course of acute tonsillitis is incomplete radium 
or x-ray therapy, which is used for destroying 
adenoid tissue. Formerly radiologic treatment 
of tonsils was urged because it was thought that 
the mucosa and the crypts could be sterilized. 
Later radio-therapy was advocated for the total 
destruction of tonsil tissue. 


In the Illinois Eye and Ear Infirmary we 
observed a case of a 214 year old female who had 
frequent sore throats and was given the usual 
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doses of x-ray. Three months after x-ray ther- 
apy she developed an acute tonsillitis. Three 
months later she had another attack. One 
month after the second attack and seven months 
after x-ray treatment tonsillectomy under gen- 
eral anesthesia was performed. The patient has 
had no complaint since. Microscopic examina- 
tion showed that although the tonsils were re- 
duced in size, a large proportion of the lymphoid 
tissue was still present. The epithelial lining 
was partly thinned out and near the outlets of 
the crypts it was partly cornified. The sub- 
epithelial connective tissue was found to be 
thickened and the vascular sheaths were en- 
larged and also thickened. The individual fol- 
licles were in several places encircled by con- 
nective tissue while the reticulum of the folliculi 
presented a mosaic of thin and thick trabeculi. 
The capillary walls showed sclerotic changes. 
Many of the follicles appeared homogenous be- 
cause of the loss of differentiation between the 
inner and outer layers. We believe the above 
pathological changes are an explanation of the 
prolonged course of the acute attacks because 
the reactive power of the adenoid tissue was re- 
duced by the fibrosis of the individual follicles. 
We should like to emphasize that even with pres- 
ent day improvements in x-ray technique, re- 
currences of acute tonsillitis cannot be avoided 
and that changes in connective tissue, adenoid 
tissue, and cystic crypts hinder the normal re- 
covery. 

_ Tonsils treated with radium were found to 
show the same pathological findings as those 
treated with x-ray. Tonsils, previously treated 
by radium, showed a prolonged more painful 
clinical course during an acute attack than un- 
treated ones. An example of this type of case 
was a 46 year old white female who had her 
tonsils treated for a period of six months by 
means of radium needles. In spite of sufficient 
radium applications she suffered recurrent pain- 
ful attacks of acute tonsillitis lasting 10 to 19 
days. The tonsils were finally removed by 
surgery. The excised tonsils were small but 
hardened. The peritonsillar tissue was also 
hardened. Microscopic sections revealed that 
the adenoid tissue was still present. The epitheli- 
al lining was thinned out and underneath was 
a dense layer of connective tissue. Some of the 
follicles were found adjacent to the epithelium 
and were of normal appearance. Others strained 
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more deeply and showed a disarrangement of 
the central structures. The glands in the supra- 
tonsillar fossa and those in the adjacent muscular 
fibers showed fatty degeneration in several 
places. In the upper pole of the tonsil was 
seen large trabeculi and distinct cartilaginous 
rests were present in the connective tissue. This 
cartilage was metaplastic, having an accumula- 
tion of cartilage cells and showed a lack of 
intracellular tissue. The presence of intracel- 
lular tissue is characteristic of the type of 
cartilage found in tonsils that are remains of 
primitive cartilage from the second bronchial 
pouch. In several places there was seen bony 
metaplasias of the cartilage. Fresh calcium de- 
posits with destruction of the cartilage, new 
marrow tissue spaces, and changes of the cells 
into osteoblasts were seen. A large connective 
tissue band showed a direct ossification of the 
fibrous tissue cells. We assume that in acute 
attacks of tonsillitis cases such as these also 
have infections of the cartilage and bony tissue, 
which causes prolongation of the attack and a 
more painful clinical course. 


In summing up all that has been said, it 
appears clear that the normal reaction of the 
tonsil to an inflammation depends upon the 
state of the mucosa, the connective tissues and 
the normal arrangement of the follicles. In cases 
where the mucosal lining loses its permeability 
or where the connective tissue fails to absorb 
the toxic material and where the reticuloendo- 
thelial system is disarranged the normal de- 
fensive setup is destroyed. 


SUMMARY 

Our investigation has shown that acute ton- 
sillitis with prolonged duration is epidemic at 
certain periods of the year when there is a sud- 
den change of air pressure and temperature. 
Other factors such as general debilitating dis- 
ease and anatomical anomalies such as elon- 
gated styloid processes or embryonic cartilage 
remains also extend the duration of acute tonsil- 
litis. Specific bacterial characteristics such as 
that demonstrated by the pneumococcus and 
the traumatisms of the mucosa and incomplete 
surgical procedures which alter the normal mu- 
cosal state also are responsible for the extended 
course. 


Menstruation not only increases the incidence 
of acute tonsillitis, but also during this time 
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the angina is more severe and healing takes place 
more slowly. 

Superimposed infections delay the defensive 
action of the follicles and the vascular system ; 
while secondary degenerations such as cysts, ob- 
literation of the lacunae and the lymphatic 


tissue all aid in prolonging resolution. 
Insufficient irradiation either by x-ray or 

radium which does not destroy the adenoid tis- 

sues but alters the structure of the tonsillar 
organ also prolongs the clinical course of acute 

tonsillitis. f 
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DISCUSSION 

Dr. George H. Woodruff, Joliet: I can find little 
with which to disagree in the opening paragraphs of 
this article. It is, as the authors state, an accepted 
fact that in many individuals changing weather con- 
ditions cause a lowering of resistance, which allows 
bacteria to overcome the natural body defenses and 
cause illness. I have several times noted that the 
first definite break in the more or less prolonged heat 
of summer, occurring often in early September or late 
August, ushers in an uprising of colds and sore throats. 
Whether this is due solely to chilling of the body sur- 
faces, or whether pressure and humidity changes. in 
themselves play a part, I do not know. In order to 
learn more of this, experiments could be conducted 
in which only one factor is allowed to vary, other 
factors remaining constant. For instance, temperature 
would be raised or lowered, but the barometric pres- 
sure and relative humidity would be kept constant. 
Studies of the various defense substances, such as the 
leukocytes and other factors, could then be carried 
out, and data obtained as to the effect of air pressure 
variations, variations in relative humidity and temper- 
ature changes respectively. Doubtless some of these 
experiments have already been made. When we attain 
control of weather and climate we might then know 
what type to provide. 


I wish the authors would clarify the effect of 
changes in the basal metabolic rate on the production 
of immune bodies. I understood them to say that 
increased heat loss enabled the body to increase its 
Production of immune bodies. I would deduce from 


this that an increase in the basal metaholic rate would 
be accompanied by an increased production of immune 
hodies. Is this correct? 
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The effect of menstruation on acute tonsillitis is of 
considerable interest, and this might obviously be 
taken into account in giving a prognosis. 


The difference in the severity and duration of 
streptococcic and pneumococcic angina is of interest. 
If an accurate determination of the causative organism 
could always be made, this again might be of value in 
prognosis. Doubtless either of these types, if at all 
severe should have the benefit of sulfatherapy. This 
should materially alter the severity and, to some ex- 
tent, the duration of the attack. 


As the paper states, the existence of other chronic 
infections of the respiratory tract usually leads to 
prolongation of tonsillitis, though this may not always 
be true. It may be possible, at least theoretically, 
that immue bodies present in cases with chronic in- 
fections might in some instances aid in cutting short 
acute attacks. 


I have never been an over-ardent throat swabber 
or painter. One or two early experiences in. having 
my own throat so treated tended to make me believe 
that the treatment only added to the insult to the 
mucous membrane. However, some patients seem 
to experience marked benefit from carefully made 
applications. I believe many patients are fairly shrewd 
judges as to the beneficial effects of treatment, and I 









believe if they say that carefully made applications of ~ 


medicaments help them they are in many instances 
correct. Also, Francis Lederer, speaking of acute 
tonsillitis, says in his “Diseases of the Ear, Nose and 
Throat” — “early thorough topical application of a 
5 to 10 per cent solution of silver nitrate frequently 
aborts the attack. Prompt relief of pain is experi- 
enced by the patient as the result of the silver solu- 
tion. It may be repeated daily until all inflammatory 
symptoms have subsided.” Part of this effect may 
be due to the laying on of hands, but to say that 
topical applications never help is, I believe, somewhat 
of an exaggeration. I realize that the authors’ de- 
ductions are made after the study of pathologic sec- 
tions; but I do not believe that such deductions are 
always correct. 


The explanation of the increased duration and 
severity in cases with an elongated styloid process 
is ingenious, to say the least. I must confess that 
I have never given any thought to the styloid process 
in acute tonsillitis, but I can see that periostitis might 
sometimes occur. I agree that incomplete tonsillar 
removal often makes the tonsils more of a menace 
than they were originally. Tonsils partly destroyed 
by electrocoagulation perform much as do those in- 
completely removed by surgery, except that they are 
prone to lead to even more trouble in the presence of 
a subsequent. acute tonsillitis. This is probably due 
to increased formation of fibrous connective tissue, not 
only on the surface but also in the depths. Isolated 
areas of infection without adequate protection are apt 
to result. 


Perhaps one of the most interesting points made 
by Drs. Tamari and Berman is the effect of previous 
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x-ray or radium treatment in prolonging acute ton- 
sillitis. A few years ago radiation was advocated by 
some as a substitute for tonsillectomy. We no longer 
hear so much of this and, from the authors’ observa- 
tions, it appears that x-ray and radium treatments are 
not the methods of chcice in destroying the lymphoid 
tissue of the tonsils. 


In general, this paper appears to be a logical and 
realistic approach to the subject. Although at first 
glance the subject does not appear to be an extensive 
one, I think that after hearing the paper we realize 
that it is extremely extensive. In fact, much more 
than twenty minutes could easily be devoted to but 
one phase of the discussion. Obviously, there is a 
place for almost unlimited work in some of the 
fields mentioned in this paper. I wish to congratulate 
Drs. Tamari and Berman on their scientific approach 
to this subject. 


Dr. Robert H. Good, Oak Park: I was very 
much interested in that case where the tonsil was 
diathermized, or treated with radium. Tonsillar stumps 
have a more severe and longer period of induration, 
he said, and that is very interesting. I have an idea 
why this should be the case. When surgical diathermy 
is done and considerable tonsil tissue removed, but 
* some left in there, it heals so that often scar tissue 
closes one or more of the crypts. Then inflammation 
takes place in these stumps and drainage has to occur 
through the lymph tissue. If you remove the tonsils 
surgically and leave a stump, only those which have 
one or more of the crypts will be longer in the period 
of induration, but those stumps left open, when the 
crypts remain open, those do not have a longer period 
of inflammation. I was very much interested in this. 


Dr. M. Tamari, Chicago (closing): I want to 
thank Dr. Woodruff for his discussion. Concerning 
painting of the tonsils, we agree with Dr. Woodruff 
that we have to do it sometimes, but solutions like 
silver nitrate coagulate the surface, and repeated paint- 
ing will seal the crypts. 


CONTINUOUS CAUDAL ANALGESIA IN 
OBSTETRICS 

Eli Lilly and Company, Indianapolis, announces the 
release of a 16-mm. silent motion picture in color on 
the subject, “Continuous Caudal Analgesia in Ob- 
stetrics.” The film is available to physicians for show- 
ing before medical societies and hospital staffs. It 
deals with the history, anatomy, and physiology of 
caudal analgesia and demonstrates the technic of use 
in obstetrics. 


The film was made at the U. S. Marine Hospital, 
Staten Island, New York, by authorization of the 
Surgeon General, U. S. Public Health Service, and 
the demonstrations were carried out by the originators 
of the technic, Dr. Robert A. Hingson and Dr. Waldo 
B. Edwards. 
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MEDICAL AND PUBLIC OPINION 
MOUNTING AGAINST HEALTH BILL 


Journal Says This Indicates An Awareness 
Of The Tremendous Stakes They Have 
In Wagner-Murray-Dingell Measure 
During the past two months there has been 
a mustering of medical and public opinion 
against the Wagner-Murray-Dingell bill which 
indicates an awareness by the medical pro- 
fession and the public of the tremendous stake 
that they have in this legislation, The Journal 
of the American Medical Association for Sep- 
tember 4 points out. The Journal calls for unity 
in the medical profession in the attack on the 
technic for rendering medical service proposed 
by this legislation. The Journal says: 


“Hearings on the Wagner-Murray-Dingell 
bill, which was fully analyzed by the Bureau 
of Legal Medicine and Legislation of the Amer- 
ican Medical Association and commented on 
editorially in The Journal, June 26, will no 
doubt be held in the near future, probably after 
Congress has completed the new tax bill. Ac- 
cording to the United States News, advocates 
of the expansion program for social security 
assert that it has caught the popular fancy, that 
pressure for its adoption is increasing daily, 
that the plan is a big step toward one of the 
Four Freedoms of the Atlantic Charter — Free- 
dom from Want — and. that Congress would 
face a storm of public criticism if it failed 
to approve the main provisions of the plan. 
On the other hand, opponents assert that the 
program would constitute a capital levy of 
ruinous magnitude on United States business, 
that even with the 12 per cent payroll tax the 
plan would be underfinanced, and that, should 
Congress enact such a bill, a dominant bureauc- 
racy would be created which would end free 
enterprise in the United States and alter the 
whole way of American life. 


“The editorial published in The Journal on 
June 26 emphasized that this bill is an evo- 
lution of the National Health Conference of 
1937. It pointed out further that the measure 
was prepared without consultation with the 
medical profession, that it would make the 
Surgeon General of the United States Public 
Health Service a virtual ‘gauleiter’ of American 
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medicine and that it would be, in fact, the 
acme of bureaucratic control of medical service. 
In the two months that have passed there has 
been a mustering of medical and public opinion 
against this measure, indicating awareness by 
the medical profession and the public of the 
tremendous stake that they have in this legis- 
lation. The editor of the McKeesport (Pa.) 
Daily News states the case succinctly: 

It would place the doctors under political control 
and provide for the mass of the people physicians who 
are politically amenable rather than those with su- 
perior abilities and skills. And would deaden one of 
the most highly regarded professions the world has 
ever known. . . . Success of bill 1161 and the de- 
struction of the freedom of American medicine would 
be the come-on for other broader, more revolutionary 
schemes to circumscribe the American people. 

“The periodical America says, in a statement 
by one of its editors: 

Now, will public regimentation of health servants 
operate to preserve the profession and thus ultimately 
help to preserve the body politic? It seems that such 
action—as, for example, that contemplated in Senate 
bill 1161—would create a new class of political doc- 
tors. And in America political classes are commonly 
subject to the influence of political practice, in seeking 
emoluments and avoiding burdens, unless we take the 
rare case of the unusually elevated individual. The 
system as it works does not raise personal ideals. But 
doctors without high personal ideals are a menace, 
both to the patient and to the public. 

“An editorial in the Middletown (Ohio) 
News Signal says: 

The Wagner bill will be considerably modified, but 
some of its worst features may become law unless it 
is seen in its true light. It is part of a program, now 
well advanced, to enslave the individual to the state. 
In this process he gradually loses his adult self reliance, 
lapses toward infancy and then degenerates into a 
willing slave of government. 

“The Charleston (S. C.) News-Courier, in 
a sarcastic editorial contribution, emphasizes 
the political aspects of this measure. It sug- 
gests that the medical administrators under the 
Wagner-Murray-Dingell bill be elected by pop- 
ular ballot. The medical administrator would 
have the right to appoint the doctors and assign 
the cases. He could expect the support of the 
doctors that he appointed to help him get re- 
elected, and the doctors would use their auto- 
mobiles and C cards to help haul voters to the 
polls. They could also contribute to a fund to 
buy radio time for campaign speakers. Any 
doctor who worked against the medical director’s 
reelection might find it difficult afterward to 


MISCELLANY 275 


practice. Appointments in the medical colleges 
would, of course, be handled like other political 
patronages so that deserving party members 
could have their sons trained free of charge. 
Incidentally, it is pointed out, a lot of useful 
confidential information could be picked up by 
the doctors on their rounds that would help the 
party to stay in office. 

“And the Jackson (Tenn.) Sun comments 
metaphorically : 

We are indeed a sick nation if we are willing to 
swallow such a pill. After swallowing it we would 
find that, instead of taking a progressive stimulant, 
we had taken a political opiate intended to dull our 
senses. ... : 

“The editor of the Buffalo News suggests that 
the proposed measure provides for a setup 
‘closely approaching that in the totalitarian 
nations.’ He urges, furthermore, that the peo- 
ple, if they have put upon them the full measure 
of social security proposed by the New York 
senator, ‘soon would be in a condition to yield 
themselves up as wards of the state.’ 

“At its meeting held in Chicago on August 
26, the American Bar Association gave its ap- 
proval to a resolution opposing any legislation 
now before Congress which ‘seeks to establish 
federal control of the medical profession and the 
regimentation of doctors and hospitals.’ 

“The periodical Medical Care, edited by Mr. 
Michael Davis, suggests that the Wagner-Mur- 
ray-Dingell bill was introduced on the demand 
of organized labor for the expansion of social 
security and that the timing may be accounted 
for by the probability that realists who are 
pushing this bill are more hopeful of drama- 
tizing an issue for 1944 than of congressional 
action this year. The editorial indicates, inci- 
dentally, that the bill goes beyond the plans 
put forth by the President and the Social 
Security Board. 

“Tn his editorial Mr. Michael Davis suggests 
that American physicians can now be divided in- 
to three groups: those who support the policies 
of the American Medical Association, those who 
differ with them but who keep silent and those 
who differ and say so publicly. Mr. Davis takes 
great encouragement from the statement recently 
released by Drs. John Peters, Shanning Froth- 
ingham and others which apparently indicates 
to him a division in the medical profession and 
a gathering of strength against the policies of 
the American Medical Association. 
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“Already an announcement has been made in 
press that Senators Wagner and Murray propose 
to have early hearings on this measure. Certainly 
the Board of Trustees and the newly established 
Council on Medical Service and Public Relations 
will give early consideration to the manner in 
which the American Medical Association is to be 
efficiently represented in the proposed hearings. 

“Regardless of any other considerations on 
which there might be a difference of opinion 
among the vast majority of physicians of the 
United States, unity is demanded in the attack 
on the technic for rendering medical service 
proposed by the Wagner-Murray-Dingell bill. 
Senator Wagner in his public statement said ‘I 
do not claim this bill is in any sense a perfect 
instrument; it is offered simply as a basis for 
legislative study and consideration.’ Let us take 
the Senator at his word and prove to him and his 
colleagues, by a complete and forceful presenta- 
tion of the points of view of American medicine, 
how far from perfect is the measure that he has 
proposed.” 





PENICILLIN RESEARCH COMMITTEE 
ISSUES FIRST CLINICAL REPORT 


It Is A Remarkably Potent Antibacterial 
Agent, National Research Council Group 
Declares From Study Of 500 Cases 





Penicillin is a remarkably potent antibac- 
terial agent which can be given by injection 
into a vein (intravenously), into a muscle (in- 
tramuscularly) or by local application but it is 
ineffective when given by mouth, the Committee 
on Chemotherapeutic and Other Agents, of the 
Division of Medical Sciences, National Re- 
search Council, declares in The Journal of the 
American Medical Assoviation for August 28 
in a statement outlining the findings from a 
study of 500 cases of infection treated with the 
substance. The committee is composed of Ches- 
ter S. Keefer, M.D., Boston, chairman; Fran- 
cis G. Blake, M.D., New Haven, Conn,; E. 
Kennerly Marshall Jr., M.D., Baltimore; John 
S. Lockwood, M.D., Philadelphia, and W. Barry 
Wood Jr., M.D., Baltimore. 

Cther conclusions from the study reported by 
the committee are that following intravenous or 
intramuscular injection penicillin is excreted 
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rapidly in the urine, “so that in order to obtain 
an adequate amount of potent material in the 
circulating blood and tissues it is necessary to 
inject penicillin continuously or at frequent in- 
tervals; that is, every three to four hours. 

“Penicillin has been found to be most effec- 
tive in the treatment of staphylococcic, gono- 
coccic, pneumococcic and hemolytic (blood de- 
stroying) streptococcus infections. It has been 
disappointing in the treatment of bacterial en- 
docarditis (inflammation of the membrane lin- 
ing of the heart). Its effect is particularly 
striking in sulfonamide resistant gonococcic in- 
fections. 

“While the dosage schedule requires addition- 
al investigation, it seems clear that the average 
patient requiring intravenous or intramuscular 
injections for serious staphylococcie infections 
requires a total of between 500,000 and 1,000,- 
000 Oxford units, and the best results have been 
observed when treatment is continued for at 
least ten days to two weeks. At least 10,000 
units should be given every two to three hours 
at the beginning of treatment, either by con- 
tinuous intravenous injection or by interrupted 
intravenous or intramuscular injections. 

“Satisfactory results are obtained in sulfona- 
mide resistant cases of gonorrhea following the 
injection of 100,000 to 160,000 units over a 
period of forty-eight hours. 


“Patients with pneumococcic pneumonia fre- 
quently recover following the use of 100,000 
units given over a period of three days. This 
is especially important in sulfonamide resistant 
pneumococcic infections. . . . 


“Toxic effects are extremely rare. Occasional 
chills with fever, or headache and flushing of the 
face have been noted. . . .” 

The Oxford unit, so called because the first 
extensive work on penicillin was done at Ox- 
ford University, England, is that amount of 
penicillin from a particular batch which will 
destroy a given number of Staphylococcus au- 
reus (pus producing organisms). Different 
batches of penicillin vary in the number of 
Oxford units they contain. In the September 
issue of Hygeia, The Health Magazine BE. K. 
Gubin, Washington, D. C., explains that 160 
quarts of mold culture will yield 10 grams of 
peniciliin, which is sufficient for about one hun- 


(Continued on page 278) 





















Honor Roll 





DOCTORS IN SERVICE WHOSE NAMES 
HAVE NOT APPEARED IN EARLIER LISTS 








BY NAME AND COUNTY 


Acher, Robert P., Peoria 
Adams, Eli L., Cook 
Agamy, Glen N., Will 

Allen, Melvin Aaron, St. Clair 
Alsberg, Curt, Cook 

Aranoff, Joseph, Peoria 
Aronson, Howard G., Cook 


Balcke, Louis A., Tazewell 
Barringer, Floyd S., Peoria 
Barnai, Andrew, Cook 
Bartelt, William F., Cook 
Bell, George O., Calhoun 
Birch, John B., Cook 
Blumenthal, Helmut, Cook 
Buss, Paul G., Gallatin 


Callahan, George Brandle, Lake 
Calosio, Richard, Will-Grundy 
Campbell, Michael J., Cook 
Conforti, James H., Cook 
Coomber, Ralph B. 

Costich, Kenneth J., Cook 
Couch, Cleon C., Peoria 
Crain, Ransome C., Cook 


Daly, Anthony J., Winnebago 
Dangremond, Gerrit, Lake 
Davis, Edward W., Cook 

Del Chicca, Silvio, Cook 
Dereng, C. L., Cook 

Dorne, Ralph M., Cook 
Dozad, Delos Robert, Cook 


Eichenberger, Charles, Jasper 
Ernest, Dwight M., Peoria 


Feldman, Harold, Tazewell 
Ferguson, Edward V., Madison 
Fine, Charles S., Crawford 





Fleischner, C. A. 

Fonvielle, William Bassette, 
Winnebago 

Fox, Francis Harry III, Coles 


Galt, Raymond M., Cook 
Gastyer, Theodore, Cook 
Gladson, James Edward, Perry 
Gomberg, Bernard, Cook 
Gray, Claude C., St. Clair 
Gumbiner, Bernard, Cook 


Hall, Byford I., Perry 

Hansen, Stephen John, Effingham 
Hardinger, John D., Cook 
Harvey, Earle A. 

Hausmann, Edwin, ‘Winnebago 
Hendricks, Clifford A., Adams 
Hobson, E. R., Macoupin 
Hoffstadter, William, Cook 


Jacobs, Herbert Max, Whiteside 
Jacobs, Robert M., Whiteside 
Jaffe, Ewald Menachem, Kankakee 
Jensen, J. M. L., Cook 

Johnston, Ray C., Peoria 


Kamenetz, Leo B., Lee 
Klein, Samuel, Will 

Korey, Herman G., Cook 
Kreiger, Lesle W., McHenry 
Kuhlman, William K., Cook 
Kurth, Milton E., Cook 
Kwedar, David J., Lake 
Lakin, Herbert S., Cook 


Lang, Morris, Cook 

LaScola, Raymond L., Jasper 

Loerner, Clinton Sawyer Main, 
Peoria 


Mathis, John, Peoria 
Maxwell, Sam Browning, Cook 
Mayer, Edward J., Whiteside 
McCloskey, James D., Madison 
McKeever, Robert J., St. Clair 
Medaris, Donald E., Piatt 
Menton, Harry Mirko, Rhode 
Island 
Maginn, Richard Joseph, Clay 
Malcolm, William A., Peoria 
Mathis, John A., Perry 
Metzger, Herman, Cook 
Meyer, Norman C. 
Miller, Walter U., Cook 
Miyamoto, Robert M., Will 
Morris, Kenneth, Cook 
Moses, Eugene, Rock Island 
Motel, William G., Cook 


Oppenheimer, Eric, Cook 
Otis, William H., Cook 


Perusse, George L. J. 

Peyton, Samuel R., Cook 

Pilot, Isador, Cook 

Powell, Paul Wayne, Rock Island 
Proby, Edmund A., Cook 

Pugh; Warren E., Cook 


Rettinger, Leo M., Will 


Sack, Charles I., Cook 

Schorr, Hyman Joseph, Cook 
Schwartz, Leslie, Cook 

Siegel, Vivien P., St. Clair 
Smith, Charles J., Cook 
Sneider, Milton J., Cook 
Sparer, Phineas Jack, Vermilion 
Speigel, Irving J., Cumberland 
Stamler, Allan E., Cook 
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Stanmar, Stanley U., La Salle 
Stepan, Charles E. 

Stites, Hugh D., Mercer 
Stubenrauch, C, H. Jr., Mason 
Sullens, William E., Cook 


Szilagyi, Miklos J., Cook 
Cook 


Wells, Gideon R., Cook 

West, Stephen Lewis, Kankakee 
Whaley, Jehn H., Cook 
Whitrock, Robert M., Cook 


Tanenbaum, Lewis, Cook 
Thrasher, Irving Dana, Cook 


Tobin, John Robert Jr., Kane 


Varzino, Louis S., Cook 
Vidal, Candido B., Cook 


Waldman, Jerome, Cook 
Walpole, Ben, Winnebago 
Weatherley, Howard Everett, 
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Williams, Jack, Cook 

Wilson, Henry Mason Jr., Peoria 

Wisshack, Erich Eugene, Mce- 
Donough 

Wolfe, Preston E., Cook 

Wolski, Joseph B. Jr., Cook 


Zekman, Theodore N., Cook 
Zelle, Charles Kane, Cook 
Zimmerman, Edward F., Cook 
Zoltan, Joseph, Cook 
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PENICILLIN RESEARCH 
(Continued from page 276) 
dred standard doses and that it has been esti- 
mated that under present manufacturing condi- 
tions 1,000 grams of penicillin would cost 
nearly $50,000 to produce. 

The report of the committee is based on the 
studies conducted by twenty-two groups of in- 
vestigators accredited to the committee. As has 
been pointed out in recent announcements, the 
amount of penicillin that can be produced is 
not sufficient fully to meet the needs of the 
armed forces, thus little, if any, of the substance 
is likely to be available for civilian use for some 
time. 

The committee says that since the question of 
adequate or optimum dosage of penicillin has 
not been cleariy defined, the objective in treat- 
ment should be the maintenance of a sufficient 
concentration of penicillin in the blood to in- 
hibit completely the growth of the individual 
infecting organism. 

The committee points out that the reason 
that the substance is ineffective when given by 
mouth is that investigators have shown that the 
gastric juice destroys penicillin rapidly at body 
temperature, the destructive action appearing to 


be due to hydrochloric acid. 


Of particular importance is the declaration of 
the committee regarding strains of various or- 
ganisms that are resistant to penicillin. The 
committee says that “It is of considerable inter- 
est that penicillin fast strains of pneumococci 
are susceptible to the sulfonamides and that 
sulfonamide resistant strains of pneumococci 
are susceptible to penicillin. Moreover, C. M. 
McKee and C. L. Houck have shown that an 
increase in the resistance of organisms to peni- 
cillin is associated with a proportional loss of 
virulence, an observation that is in striking con- 








trast to the retention of virulence by sulfona- 
mide resistant cultures. 

“Obviously, more information is needed con- 
cerning penicillin resistant strains and their 
mode of production, since it may aid one in 
interpreting the clinical results or failure. . . .” 

Regarding the results of treatment of Staphy- 
lococcus aureus infections with bacteremia (in- 
fection of the blood stream), the committee 
says that 60 per cent of 91 patients recovered 
or improved under treatment so that recovery 
followed later. Death occurred in 37 per cent 
and no effect was observed in 3 per cent. 

“In a group of such infections in which the 
fatality rate is so high,” the committee says, 
“these results are very impressive, since the 
over-all fatality rate in this group without peni- 
cillin or sulfonamides is usually about 85 per 
cent. . . . The failures only serve to emphasize 
the great importance of early diagnosis and 
immediate and adequate treatment. .. .” 

Of 55 patients with osteomyelitis (inflam- 
mation of the bone marrow or the bone and 
marrow) 48 recovered or improved and 7 showed 
no effect. However, it is pointed out by the 
committee that final statements concerning the 
ultimate outcome of these cases cannot be made 


until several years have passed. 


Of 129 cases of gonococcic infection, all of 
which were sulfonamide resistant, 125 were 
free from symptoms and were bacteriologically 
negative within nine to forty-eight hours after 
treatment. These finding lead the committee 
to declare that “Here, then, is a most potent 
weapon in the treatment of sulfonamide resis- 
tant gonorrhea and it is not too much to pre- 
dict that penicillin will prove to be one of the 
most effective agents in the treatment of a 
disease that causes great ineffectiveness in the 
armed forces and in the civilian population.” 
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Committee On Industrial Health — Frederick W. Slobe, Chm., 2024 South Western Ave., Chicago, Frank P. 


Hammond, H. 


A. Vonachen, R. I. Barickman, C. O. Sappington, Milton H. Kronenberg. 





COUNTY INDUSTRIAL HEALTH 
COMMITTEES 

Industrial Health Committees have now been 
organized in most of the industrial counties in 
Illinois. In some of these counties question- 
naires have been sent to all physicians, re- 
questing information pertinent to industrial 
health practice. It is hoped that the chairmen 
of these county committees will take early steps 
toward the development of a program devoted 
to matters pertaining to industrial health to 
be held at one of the regular meetings of the 
county medical society. The State Committee 
will be glad to cooperate in the development of 
such programs. 

Concerning the objectives of the medical 
profession in industrial health and hygiene, 
you are referred to the Industrial Health Section 
of the Illinois Medical Journal for May, 1943. 
One of the purposes of the article in the May 
issue was to serve as a basis or outline for pre- 
sentation by local physicians at industrial 
health conferences fostered by county medical 
societies. 

All local chairmen are also encouraged to 
write to Dr. Carl M. Peterson, Secretary of the 
Council on Industrial Health of the American 
Medical Association, 535 N. Dearborn Street, 
Chicago, for the general plan and procedure 
suggested for local activities in industrial health. 


The Educational Committee of the Illinois 
State Medical Society also has speakers avail- 
able for talks on industrial medical and surgical 
subjects, either at medical meetings or in large 
industries where popular health talks may be 
arranged. Concerning this, please communicate 


with Miss Jean MacArthur, c/o Illinois State 
Medical Society, 30 N. Michigan Ave., Chicago 
or with the state chairman. 


EMPLOYING THE HANDICAPPED 

Due to medico-legal implications of employ- 
ing individuals with physical defects, the ex- 
perience in Connecticut with the signing of 
waivers by employees is interesting. Mr. Leon 
J. Noonan in the National Rehabilitation 
News (July 1943, volume 9, Number 4) dis- 
cusses the experiences in Connecticut :* 

“The chairman of the Workmen’s Compensa- 
tion Commission of Connecticut explains the 
history and administration of the waiver statute 
in his state. This legislation provides that 
‘Whenever any person having a contract of em- 
ployment, or desiring to enter into a contract of 
employment, shall have any physical defect 
which imposes upon his employer or prospective 
employer a further or unusual hazard, it shal! be 
permissible for such person to waive in writing 
for himself or his dependents, or both, any rights 
to compensation under the provisions of this 
chapter for any personal injury arising out of 
and in the course of his employment, or death re- 
sulting therefrom which may be found by the 
commissioner having jurisdiction to be attrib- 
utable in a material degree to such physical 
defect. .’ 

“During the time that this provision has been 
in our law there have been no cases in which 
compensation has been refused because of the 





*Bulletin on Current Literature of the National Society for 
Crippled Children, Elyria, Ohio. Vol. 4, No. 7, July 1943. 
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existence of a waiver and hence no case in- 
volving this feature of the law has gone on ap- 
peal either to our Superior Court, or to our 
Supreme Court of Errors. In our opinion 
this is an indication of the fact that the 
waiver is not the unjust and dangerous thing 
that it is represented to be by those outside this 
state who have had no experience with the ad- 
ministration of a waiver statute. Other states 
have adopted it since we first made it a part of 
our law. The employer wants it, labor does 
not seriously object to it, our Commission ap- 
proves of it and our Rehabilitation Depart- 
ment finds it helps considerably in placing 
handicapped people in jobs.” 





THE TREATMENT OF HYDROFLUORIC 
ACID BURNS* 
By Division of Industrial Hygiene National 
Institute of Health 

Hydrofluoric acid burns may occur among 
workers making, transporting, and using 
anhydrous hydrofluoric acid and aqueous solu- 
tions of hydrofluoric acid. Hydrofluoric acid is 
used in etching glass, manufacture of fluorides, 
pickling of metals, manufacture of ceramics, 
processing of textiles, and as a catalyst in oil 
refining. 

The burn from the aqueous solution of 
hydrofluoric acid may not be felt until an hour 
or more after exposure, but the burn from anhy- 
drous hydrofluoric acid is felt immediately. 
The length of time elapsing after exposure, be- 
fore the burn is felt, depends upon the concentra- 
tion of the acid. If the exposure is for a short 
time, a minute or so, to a low concentration, 
or momentarily to a high concentration, 
a blanched white slightly edematous macerated 
appearing area of skin is seen. If the ex- 
posure is for a long period to a low concentra- 
tion or for a minute or so to a high concentra- 
tion, the skin appears red and turns to a grey- 
ish purple with considerable edema and ten- 
sion. 

Burns from hydrofluoric acid may be placed 
into three classes: 

(1) Those resulting from concentrations up 
to 20 per cent which manifest themselves several 
hours after exposure by a deep seated reaction. 

(2) Those from concentrations of approxi- 





*Prepared in consultation with medical and technical per- 
sonnel of manufacturers of this acid. 
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mately 20 to 50 percent in which the latent 
period is shorter. 

(3) Those from concentrations of approxi- 
mately 60 per cent to anhydrous hydrofluoric 
acid in which the burn is felt shortly after or im- 
mediately upon exposure. 

First Aid.—Workers who have had hydro- 
fluoric acid in contact with the skin should im- 
mediately step under a drenching shower and 
immediately remove all the clothes, and then 
receive medical attention as quickly as pos- 
sible. If the eye is affected it should be 
copiously flushed with water as soon as possible. 
If it is anticipated that 20 minutes or longer 
will elapse before medical attention is re- 
ceived, then apply to the burned area a wet 
dressing consisting of 20 per cent magnesium 


oxide in glycerin or a magnesium oxide-sulfate ~ 


paste. 

General Treatment.—If it is known that the 
acid only touched a localized site, such as the 
hand or arm, it should be immersed in run- 
ning water for three to four hours, the triple 
dyes applied and over this a dressing with 
magnesium oxide paste. 

Calcium gluconate 10 per cent should be in- 
jected as soon as possible into, under, and 
around the burn to prevent spreding and to 
relieve pain. 

The periphery and base of small ulcers 
should be injected with the gluconate solution 
and the base curretted and treated with the 
triple dyes. 

If the nails are painful, swollen and dis- 
colored, a local anesthetic should be injected at 
a considerable distance from the inflamed area 
and the nail opened down to the matrix. This 
relieves the pressure and pain. A portion of the 
nail is cut away, calcium gluconate injected 
into the matrix, the triple dye applied, and the 
part dressed with the magnesium oxide paste 
dressing. 

Nasal ulceration should be treated by gently 
wiping away the crusts and generally keeping 
the nasal mucosa clean. It can be prevented 
or kept from progressing by proper exhaust 
vents over operations, by wearing suitable res- 
pirators and by the insertion of petroleum jelly 
into the nose. 


If the eye is burned, it should be washed 
every five minutes with physiologic saline 
Severe 


solution until the physician arrives. 
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pain may be alleviated by instilling a drop of 
local anesthetic into the eye (avoid cocaine if 


possible). If the cornea is also affected and 
there is photophobia a drop of a 1 per cent solu- 
tion of atrophine may also be instilled. It is 
advisable to put an occlusion dressing over the 
eye which may be removed later on and followed 
by dark glasses. ; 

Workers handling hydrofluoric acid should 
be provided with necessary safety appliances 
including long heavy neoprene gloves which 
should be washed daily inside and out with 
water and allowed to dry in the air. 


Workers should be educated as to the haz- 
ards of hydrofluoric acid and the necessity of 
prompt medical attention to burns from it be- 
cause prompt attention markedly reduces 
the severity of burns from hydrofluoric acid. 


SAFETY HINTS 

Physician, in his plant contacts, should de- 
velop a knowledge of precautionary measures 
to prevent hazards. In “Safety Engineer” 
June 1943, H. P. Heyne, Safety Engineer of the 
Ohio Industrial Commission, summarizes a few 
of the .frequently encountered conditions and 
their remedies as follows: 


Conditions Solutions 

1. Traveling Crane 1. Use limit switch 

2. Portable ladder 2. Use safety bases 

3. Sanitation 3 Cleanliness 

4. Housekeeping 4. Orderliness 

5. Chisel 5. Should be mush 

roomed 

6. Floors 6. Should not be slip- 
pery or uneven. 

7. Chain links 7. Watch for stretching 
and _ elongation. 

8. Grinding Wheel 8. Use steel hoods. 

9. Wire rope 9. Look for kinks and 
frays 

10. Gears 10. Use enclosure 
guards 

11. Overhead Platforms 11. Use guard rails and 
toe boards 

12. Lights 12. Use reflectors 


13. Elevators 13. Should have gates 
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14. Dusts and Fumes 14. Should have ex- 
haust 
15.. Fire fighting equip- 15. Should have sprink- 
ment ler heads 
16. Unsafe practices 16. Instruct working 
personnel 
17. Gasoline 17. Guard against ex- 


plosion hazard 


18. Electric Arc Welding 18 Use helmets and 
shields 


19. Permanent _ ladders 19. Use safety cages 
(20° or more in 


height) 

20. Engine lathes 20. Use safety dogs 

21. Shock tools 21. These include ham- 
mers, chisels, and 
sledges 

22. Squaring Shears 22. Guard knives 

23. Wheelbarrows 23. Use knuckle guards 

24. Power Press 24. Ram should be en- 

: closed 

25. Tracks 25. Use switch levers 

26. Wood Jointer 26 Should have Cylin- 
drical head 


“PROTECTED PRODUCTION” 

Safety Engineering, July 1943, has an 
editorial, based on a theme by Robert Clair, an 
insurance executive, which is partially quoted 
as follows: 

“Use of the phrase ‘safety and production,’ 
to describe the object of organized accident 
prevention work, has grown increasingly con- 
ventional in our profession since 1920 when 
Sidney Williams first recognized and began to 
talk about this happy relationship. 

“The phrase safety and production has 
never been completely satisfactory as I believe 
it is largely responsible for the still prevalent 
belief that when safety and production func- 
tion together they do so as entirely separ- 
ate, though synchronized, forces or activities. 
I am still meeting too many industrial ex- 
ecutives and foremen who are ‘so busy get- 
ting out production that they have no time for 
safety.’ 

“To assist such people to understand more 
quickly our basic idea, it seems to me that 
we should be able to find a better name 
or phrase to present the fact that the essen- 
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tials of production (men, machines, and 
material) when integrated or fused with safety 
fundamentals (protectwe devices and safe 
methods) actually produce a new element. 

“The process of bringing this new element 
into being may be compared to the smelting 
of two metals to form a new alloy. 

“My suggested name for this new element 
is ‘Protected Production,’ and I know of no 
phrase or symbol in present safety literature 
which describes this new element or alloy. 

“Protective Production is uninterrupted, 
smooth, maximum, and on time—what our 
country must have to achieve victory.” 


SUGGESTIONS ON “IN-PLANT” 
FEEDING 

A pamphlet of master menus for all types of 
in-plant feeding facilities will shortly be made 
available by the Nutrition and Food Conserva- 
tion Branch, Food Distribution Administration. 
The purpose of this chapter is merely to present 
a few suggestions. 

Each meal served within the plant should 
supply the worker with at least one-third of 
his daily dietary requirements. 

A la carte menus are wasteful of food, serve 
to increase the cost of food to employees and in- 
crease the serving time. They do not encourage 
the employee to select a nutritionally complete 
lunch. Workers will complain more if their 
meals lack sufficient variety from day to day 
than they will over a limited choice at any one 
meal. 


The mid-shift meal service should offer the 
worker a limited choice of nutritionally satis- 
factory lunches, with as much variety, from day 
to day, as possible. 


A cold lunch can be as nutritionally adequate 
as a hot lunch. 


Special lunches emphasizing the use of alter- 
nate foods, can be offered at slightly lower than 
prevailing prices to increase their acceptability. 
At least one such lunch should be offered at 
every mid-shift meal period. 


Foods used as alternates for rationed items 
should be true alternates, and not substitutes. 
For example, cheese, fish, poultry, the variety 
meats and certain dried beans and legumes can 
be considered truly to be alternates; whereas 
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spaghetti and macaroni cannot be so considered. 

Milk and other protective foods might be of- 
fered at or below cost to encourage their con- 
sumption in preference to nonprotective foods 
such as pastry, soft drinks, etc. 

All white bread and white flour used should 
be of the enriched variety. 

All margarine should be fortified with vita- 
min A. 

Table salt should be iodized. 





FOR DAYLIGHT SLEEPERS 


Mr. Charles Collins in “A Line o’ Type or 
Two” in the Chicago Tribune, August 5, 1943, 
submits the following paragraphs applicable 
to night-shift workers. Besides illustrating 
how the laity feels about this subject, there 
are some practical pointers which should be of 
help to night-shift workers who often need 
considerable guidance during their periods of 
adjustment. 

“Equip your bedroom windows, if possible, 
with opaque green shades. 

“Use blinders when awakened by sunlight. 
Any soft, black material with strings to fit 
loosely over the ears will serve. A black silk 
stocking will also do the trick. Blinders for 
day sleepers have been a minor article of 
commerce for sale to bookworms, students, and 
newspaper editors. It is possible that some 
manufacturer has become aware of their need 
among war workers of the night shifts. Shop 
around if the little woman can’t produce a 
homemade job. 

‘Do not try to get up early to enjoy Nature 
or play golf. A night worker should sleep 
longer than a day worker anyway. 

“Avoid luncheon engagements. Your noon- 
time meal should be breakfast at home. Do not 
let any one persuade you to blend it with his 
or her luncheon downtown. Freedom from 
the luncheon habit is the first step toward 
emancipation of the spirit. 

“Say ‘Good morning’ as long as you feel 
like saying it. If the day workers remind you 
that it is afternoon, answer merrily, ‘Not in my 
life.’ 

“Keep the icebox well stocked with appetizing 
stuff for suppers at midnight or later. But avoid 
coffee then. 





O 
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“If annoyed by daytime racket in your own 
establishment, hang a placard on your bedroom 
door that reads: ‘Quiet, please. Night-shift war 
workers sleeping.’ 

“Console yourself at all times with the 
thought that you have been freed from the 
ancient curse of riding streetcars in the roaring, 
jostling currents of average humanity.” 





The following exerpts are from the Manual 


on Industrial Nutrition distributed by the Food 


Distribution Administration, Nutrition and 
Food Conservation Branch. 


BASIC CONSIDERATIONS FOR AN “IN- 
PLANT” NUTRITION PROGRAM 

The major causes of malnutrition in the 
United States can be classified into four groups: 
Poor food habits, failures in provision, economic 
factors, and metabolic stress. The Committee 
on Nutrition of Industrial Workers of the Na- 
tional Research Council has pointed out that 
conditions of unusual metabolic stress “such as 
illness, increased working hours, extremes of 
temperatures to which workers are frequently 
exposed, speed-up of work, insufficient rest, etc., 
which increase energy consumption, produce a 
proportionate increase in the body’s nutritional 
requirements. There is the additional considera- 
tion that illness and other conditions of meta- 
bolic stress are often accompanied by a deteri- 
oration in the quantity and quality of the in- 
dividual’s food intake. The effects upon the 
individual of nutritional deficiencies acquired 
during such periods may be long standing and 
far reaching.” 

Obviously, efforts to improve the nutritional 
status of workers should be directed simul- 
taneously along three lines: Education, provi- 
sion and economy. 

EDUCATION 

1. Form a nutrition committee within the 
plant, representing employees and management. 
Where safety, grievance, or employee health and 
welfare committees already exist, they can fur- 
nish the nucleus of the nutrition committees. 
This committee can be given the responsibility 
for the organization and execution of the nu- 
trition program. 

2. An “opening rally” might be arranged to 
launch the nutrition program, with a profes- 
sional speaker to give a short talk on nutrition. 
Motion pictures on nutrition might be shown. 
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3. The plant’s cafeteria or canteen system, 
through serving foods of good nutritional value 
in an attractive fashion, can be an extremely 
important educational influence. 


4, Classes and demonstrations on nutrition can 
be conducted by the plant physician or dietitian, 
or through arrangements with the local nutri- 
tion committee or other community groups. 


5. A dietitian, or an industrial nurse trained 
in nutrition, employed in the medical depart- 
ment and under the supervision of the plant 
physician, can be made available to the employ- 
ees for dietary advice. 


6. Nutrition information can be made a reg- 
ular feature of plant publications. 


7. Flyers can be used suggesting daily menus, 
describing food groups and alternates for ra- 
tioned foods, or listing foods of good nutritional 
quality which are in season or on the market at 
reasonable prices. Such flyers can be kept time- 
ly and can be used as guides by the worker’s 
family. 


8. Pamphlets on nutrition can be distributed 
to the workers and their families. 


9. Posters emphasizing the importance of 
good nutrition or creating an interest in good 
food habits can be placed about the plant, es- 
pecially in the lunch rooms and where employ- 
ees must pass or wait in line. Material which 
can be changed from time to time or which pro- 
vokes a personal interest in the program is espe- 
cially effective. The plant management might 
sponsor a poster contest among employees’ chil- 
dren, or among the school children in the com- 
munity. 


10. Where periodic physical examinations are 
held, the addition of a few questions on diet to 
the medical history will serve to stimulate em- 
ployee interest in nutrition, will have an educa- 
tional effect and will enable the medical depart- 
ment to define the existing nutrition problem. 
The dietary history might take the following 
form: 

Do you get at least 1 pint of milk daily? .......... 

Tf ‘not how ‘machi db: yon Stl oe Se 


Do you eat at least 4 eggs every week? .......... 
Do you eat either orange, orange juice, tomato, tomato 
juice, grapefruit, or grapefruit juice daily? 
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Do you get at least 1 serving of another fruit, either 
canned, dried: or ‘fresh Gedy! . .s.<nicccccddcecoees 
Do you eat at least 1 serving of another vegetable 
DOE IN NE OY. csraieciy 605 sche awb ais sieeles 
Do you eat either a green leafy vegetable or a yellow 
EI AME INU 4 os ince camenin es eclchineins «2 64.. 

Do you eat raw cabbage or salad greens daily? 
Do you eat at least 1 serving of lean meat, fish, poul- 
EC RON ONS | ooo oe hc sis se icniess ome snes 
How often do you eat any kind of liver? .......... 
How many servings of enriched white bread and 
fortified cereals do you get each day? .......... 
How many servings of dark whole grain breads and 
OEPERIS CIO FOUN BEC ORO MAYS & onic ioe slob cies osin oes 
Do you regularly use butter or margarine on your 
WORRIED PS ee a RO Rete he Rg ie oe clenwres maciants 
If you use margarine, is it fortified with vitamin A? 
In the space below, fill in 3 actual meals eaten, 
naming the kind of food as whole wheat bread, 

or white, etc. 


Breakfast Lunch Dinner 


PROVISION AND ECONOMY 

1. The plant food facilities should be sur- 
veyed and evaluated. If it is impossible or im- 
practical to have a plant cafeteria, mobile or 
stationary canteens or box-lunches should be 
considered. 

2. Each meal served within the plant should 
be designed to furnish at least one-third of the 
worker’s daily dietary requirements. Employ- 
ing a well-trained dietitian to manage the cafe- 
teria would serve at the same time to increase 
the nutritional value of the meals and decrease 
the overhead. Small plants in a community 
might jointly employ one nutritionist to super- 
vise the quality of the meals served and the 
marketing for each of them. In other instances, 
small plants may call upon the local, nutrition 
committees for advice. 
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3. Ideally all cafeterias, canteens, refreshment 
stands, ete., should be under plant management 
and run on a nonprofit, nonloss basis. A cafe- 
teria should not be a means of obtaining funds 
for employee functions or benefits or for any 
purpose other than improving the food service 
and the quality of the meals. It is probable 
that in some instances a concessionaire may be 
better equipped to efficiently operate the cafe- 
teria than the plant management. The plant 


management, however, should never divorce it- 


self from responsibility for’ the quality of the 
meals served and the cost of the meals to the 
employees. 


4. Intelligent marketing serves to keep down 
costs. Such marketing requires an understand- 
ing of the nutritional values of different foods, 
in addition to a knowledge of where and when to 
buy. 


5. Foods of relatively low nutritional value, 
e. g., candy, sugar, soft drinks, and highly 
milled nonenriched cereal products, should be 
replaced, insofar as feasible, by foods of greater 
nutritional value. 


6. The Food and Nutrition Board of the Na- 
tional Research Council has recommended the 
enrichment of white bread and flour, the forti- 
fication of margarine with vitamin A, and the 
general use of iodized table salt. On January 
18, 1943, a Government order, making it manda- 
tory to enrich all white bread, went into effect. 
Plant management should make certain that all 
such products, served within the plant, are en- 
riched or fortified as recommended by the Food 
and Nutrition Board. 





In the three years following the last war more 
people died from famine and preventable disease than 
were killed in the war itself, hence the importance 
attached to the present organization of post-war relief. 
The principal regional medical officer, British Min- 
istry of Health, holds that the lives and health of 
millions in Europe as well as the physique and wel- 
fare of a generation to come depend on how well this 
preparatory work is done. He visualizes four principal 
problems — the provision of food, the supply of 
medical necessities, the control of such diseases as 
typhus, malaria, tuberculosis, and dysentery, and the 
reestablishment of the medical, hospital, and public 
health services in each country. Ed. Jour. Royal Inst. 
Pub. Health & Hyg. Mar., 1943. 





In discussing the examination of children for tuber- 
culosis, let it be stressed once again that any plan 
ment and periodic testing and chest X-raying of 
that embraces the young folks and neglects preemploy- 
teachers, janitors, food handlers and other adult per- 
sonnel is incomplete, unsound educationally, danger- 
ous and destined to overlook probably the most poten- 
tial as well as the most potent sources of tuberculosis 
within the institution. Additionally, a program that 
examines the positive reactor without tracking back 
to the source of his infection is equally unfinished 
and open to criticism. Charles E. Lyght, M.D. N.T.A. 
Bulletin, May, 1943. 














News of the State 


PERSONALS - 


COMING EVENTS : 





MARRIAGES 


* DEATHS 





Announcement has been made of the elec- 
tion of Dr. A. P. Merrill, Medical Director of 
St. Luke’s hospital, Chicago to the American 
College of Hospital Administrators. He is one 
of 46 administrators to receive such distinc- 
tion this year. 


Dr. Fred O. Tonney, former director of 
laboratories and research for the Chicago Board 
of Health, has been named health officer of 
District No. 2, comprising Lake, McHenry and 
Boone counties. His headquarters are at Wood- 
stock. 





The American Congress of Physical Ther- 
apy at its meeting in Chicago September 11th 
announced that the 1943 gold key award of 
the Congress would go to Dr. John S. Coulter 
in recognition of his many years of effort for 
the advance of physical therapy. 





The American Hospital Association’s annual 
“award of merit” was presented on September 
13th to Dr. Arthur Charles Bachmeyer, Di- 
rector of University of Chicago clinics. He 
was the fifth person to receive the award, a 
gold medal, highest honor the Association be- 
stows. 


Dr. Malcolm T. MacEachern of Chicago, As- 
sociate Director of the American College of 
Surgeons, has been appointed chairman of the 
American Hospital Association’s council on in- 
ternational relations. The council was estab- 
lished to promote better hospital care over the 
world. 


It will cooperate with the Office of 





Inter-American Affairs and plans to assist in 
maintaining reciprocal relations with. all the 
hospital groups in the world. 


Lt. Com. George L. Drennan of Jacksonville 
was the guest of honor and speaker at a spe- 
cial luncheon meeting of Morgan County Medi- 
cal Society on August 24th. He has been on 
duty in the dispensary at San Francisco for 
the past year and half and his talk concerned 
the Naval medical procedure at his station. 


A joint meeting of the physicians and den- 
tists of Greene County was held in White Hall 
on September 10th. Dr. Willian F. Lauten of 
Chicago gave a practical lecture on “Manage- 
ment of Facial Bone Fractures.” 


The University of Illinois has just announced 
that by agreement with the state department of 
public welfare the university has taken over the 
management of the professional services of the 
Illinois Eye and Ear Infirmary, 904 Adams 
Street. Dr. Harry S. Gradle will continue as 
chief of staff of the institution and will be- 
come professor of ophthalmology at the uni- 
versity. Dr. Peter Kronfeld will become director 
of education and assistant professor of oph- 
thamology. The welfare department will con- 
tinue to be responsible for the maintenance of 
the hospital. 


William Stoneman, foreign correspondent, 
with the Chicago Daily News recently wrote 
a story which appeared in the Tribune for 


285 











286 


September 14th — “With the Fifth Army 
Near Salerno, September 13. — Among those 
present when American troops moved into Italy 
south of Naples were 30 physicians and 18 
nurses from the Chicago district belonging to 
an evacuation hospital, an out-growth of the 
original Michael Reese Hospital unit which 
was formed in Chicago.” 





The Peoria Medical Society reports that its 
doctors in service are scattered throughout the 
world. There are several in Australia, Eng- 
land, Southwest Pacific, North Africa and at 
least one in India, besides other localities. 





Dr. Nathan S. Davis of Chicago, Assistant 
Prof. of Medicine, Northwestern University 
Medical School, has been honored by the Mis- 
sissippi Valley Medical Society as its Distin- 
guished Service Award Recipient for 1943. The 
award, consisting of a gold medal and certifi- 
cate, was presented to Dr. Davis by the society’s 
president, Dr. Edward M. Meyers, at the annual 
banquet on the occasion of the ninth annual 
meeting at Quincy, IIl., Sept. 30. 





LIEUT. COMDR. CHARLES E. BALDREE 
JR. CITED 

Lieut. Comdr. Charles E. Baldree Jr. (MC), 
U.S.N.R., formerly of Belleville, Ill., has been 
cited for “splendid service” to wounded Amer- 
icans evacuated to his ship. The citation came 
from Lieut. Gen. S. B. Buckner Jr., who is 
commanding general of all U. S. forces in the 
Alaska area where .Dr. Baldree is stationed. 
The citation reads as follows: 

“Reports have reached me from several 
sources concerning the splendid service ren- 
dered by you to U. S. Army troops wounded at 
Attu and evacuated to your ship. Your untiring 
efforts and professional skill greatly alleviated 
the suffering of our troops during their trying 
voyage. 

“IT wish to convey my appreciation of your 
magnificent work and trust we may be so for- 
tunate as to have the benefit of vour services 
again in this theater.” 

Dr. Baldree, who graduated from the Uni- 
versity of Tennessee College of Medicine in 
1428, entered military service in August 1942. 


— J.AM.A,, Sept. 25, 1943. 
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COMING MEETINGS 

October 5 — Vermilion County — Edward W. 
Cannady — “Diagnosis and Treatment of 
Coronary Disease” — 6:30 P. M. — Dan- 
ville. 

October 5 — Williamson County — E. Ralph 
May — “Mental Health in General Practice” 
— Evening, Herrin. 

October 8 — Will-Grundy County — Norris J. 
Heckel — “Pyuria and Hematuria, Causes 
and Management.” — 12:00 Noon, Louis 
Joliet Hotel, Joliet. 


October 12 — Winnebago County — Rockford 
— Armand J. Quick — “Liver Function 
Tests. 

October 12 — Kankakee County — Leo K. 
Campbell — “Diabetes” — Kankakee. 


October 12 — Rock Island County — Stanley 
Gibson — “Acute Abdominal Conditions in 
Children” — Evening. 


October 15 — Will-Grundy County — Arkell 
M. Vaughn — “Surgical Treatment of Vari- 
cose Veins” — Noon, Louis Joliet Hotel, 
Joliet. 


October 20 — Kane County — Harold M. 
Camp —_“Medical Legislation” — Evening, 
St. Charles Hospital, Aurora, 6:30 dinner. 


October 20 — DuPage County — Evening — 
Walter L. Palmer, “Diagnosis and Treatment 
of Peptic Ulcer and Gastric Carcinoma” 


October 21 — Ogle County — Dinner 6:30, 
Rochelle Country Club, Rochelle 

October 21 — Henry County — Kewanee 6:30 
— Arthur Sprenger and Harold Vonachen of 
Peoria presenting program. 

October 22 — Will-Grundy County — Don 
Sutton — “Heart Disease” — Joliet, noon. 


October 28 — Franklin County — 8:00 P. M. 
Community House, Zeigler. 


October 29 — Will-Grundy County — H. 
Necheles — “Physiology of Shock and of 
Blood Substitutes’ — Noon, Louis Joliet 
Hotel, Joliet. 

November 18 — Tri-County — Monmouth — 
4:00 P. M., two speakers, dinner and evening 
program with Robert S. Berghoff talking on 
“Management of the Common Heart Ail- 


ments” 
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November 2 — Williamson County — Charles 
G. White — “Heart Disease” — Evening, 
Herrin. 


November 11 — La Salle County — Walter 
Schiller — “Ovarian Cyst Pathology” — 
Kaskaskia Hotel, La Salle — 6:30. 





MARRIAGES 
Jutius Katz, Grafton, Ill., to Miss Kathryn Kuhn 
of Fort Wayne, Ind., at Columbus, Ohio, August 11. 
Tuomas J. McDonneELL, Sterling, Ill, to Miss Eileen 
O'Donnell of Chicago, August 7. 





DEATHS 
FreperIcK T. Avery, Palos Park, IIl.; Northwestern 
University Medical School, Chicago, 1894; aged 74; 
died, June 19, in the Englewood Hospital, Chicago, of 
hypertension, heart disease and pulmonary edema. 


JoHN M. Bercer, Chicago Universiy of Illinois Col- 
lege of Medicine, 1908. For 25 years, a surgeon on 
the staff of Garfield Park Community Hospital. In 
1917 he entered the army medical corps and attained 
the rank of major. Died of a heart attack September 
23, 1943 at the age of 60. 

Rosert J. Burns, Freeport; Rush Medical College, 
1896. Had practiced medicine in Freeport for 47 
years. Served as Health Commissioner for several 
terms. For many years he took an active interest 
in public health devoting considerable attention to 
combatting tuberculosis. Died September 15, 1943 at 
the age of 72. 


Harry Epwarps CLype, Evanston; Medico-Chirur- 
gical College of Philadelphia, 1899. Former member 
of the staff of Evanston Hospital. Practiced medicine 
in Evanston for 35 years. Died September 3, 1943 
at the age of 65. 


Lucy Gusta Coon, Urbana; State University of 
Iowa College of Medicine, 1927. For the past seven 
years was a member of the student medical center of 
the University of Illinois. Died August 29, 1943 at 
the age of 46. 


MatTrHEw Corsett, Chicago; University of Illinois 
College of Medicine, 1890. Practiced medicine in 
Chicago for 53 years. Died September 12, 1943 at 
the age of 80. 


SAMUEL A. Myers Husparp, Ridge Farm; Loyola 


University School of Medicine, 1916. Served in 
France in World War 1. Died in September, 1943 


at the age of 54. 
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CHARLES WaRREN Hunter, La Grange; Rush Med- 
ical College, 1894. Practiced medicine in La Grange 
for 20 years but moved to Port Byron a few years 
ago. Served in World War 1 as a Major. Died in 
September, 1943 at the age of 74. 


Cuartrs B. Irwin, Chicago; University of Mary- 
land College of - Medicine, 1904. Was a vice president 
and medical director of the North American Life 
Insurance Company. Died of a heart attack September 
21, 1943 at the age of 62. 


SYLVESTER C. KEHL, Chicago; University of Illinois 
College of Medicine, 1919. For many years pediatri- 
cian for Chicago Lawn Infant Welfare Station. Was 
on Senior staff of Holy Cross Hospital. Veteran of 
World War 1. Died of a heart ailment September 23, 
1943 at the age of 48. 


FREDERICK HENRY Martin, Libertyville; The Hahne- 
man Medical College and Hospital, 1899. Served as 
a captain in the medical corps in World War 1. Died 
August 18, 1943 at the age of 71. 


Perry Lewis Noccte, Edwardsville; St. Louis Col- 
lege of Physicians and Surgeons, 1895. Died in Miami, 
Florida, August 11, 1943, after an illness of several 
months, at the age of 75. 


CuarLes ELvic PEet, Watseka; Barnes Medical 
College, St. Louis, 1906. Had practiced medicine 45 
years. Died August 25, 1943 at the age of 74. 


Exiza Levi Wittiamson, Calhoun; Denver College 
of Medicine, 1900. Member of the Calhoun school 
board, Died September 12, 1943 at the age of 65. 





Case-finding efforts in adolescence and early adult 
life should be directed toward persons having recent 
household contact with sputum-positive tuberculosis. 
Prolonged supervision of persons exposed during child- 
hood is not indicated unless household exposure is 
continued or recurs in adult life. H. L. Israel, M.D. and 
H. DeLien, M.D. Amer. Jour. Pub. Health. Oct. 1942. 





Let us be warned that tuberculosis still shows no 
sign of adopting the forty-hour week. Charles E. 
Lyght, M.D. Amer. Rev. of Tbe. Sept., 1942. 


+. 





Someone said that of all the millions of species of 


living organisms on the earth the two about which 


most had been written were man himself and — the 
tubercle bacillus. Biological Aspects of Infectious 


Disease. F. M. Burnet, M.D. 1940. 
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The Jocular Jingles of C. G. F. 
by 
Charles G. Favesime M. ba] 
Peoria, Hl. 











OCTOBER 
SEASONABLE SONNETS 
October comes with yellows, reds and browns, 
A last gay flare as vegetation dies; 
With autumn clouds old Mother Nature frowns, 
And drenches us with tears from leaden skies. 
October brought Columbus to this land, 
Quite likely on an Indian Summer day, 
At Halloween the kids take things in hand 
To prove that savages are here to stay. 
Our out-of-door sports in autumn reach their peaks, 
The hopeful golfer bravely tries and tries, 
We greet world series baseball games with shrieks. 
Blood pressure surging to their all-time highs, 
While football thrives in colleges and schools, 
Commiting mayhem to a set of rules. 
Mee 
Geriatric Jocularaties 

One day I met Uncle Timmie on the street. 

“Why, Uncle Timmie,” I said, “it is really good 
You have not been in to see me for a 
long time. Where have you been all summer?” 

“Well Cha-arlie ye know I ain’t much of a hand 
to be gallavantin’ around but me ould. frind Jim 
Donovan is buildin’ himself a new house an’ Joe 
an’ Nora wuz comin’ to town so I cum along. I 
bin up to see Jim an’ his new house. It’s a fine 
house he’s buildin’ it is.” 

“IT am glad to hear it, said I, ““When does he ex- 
pect to get in his new home?” 

“Well, he sed he ixpicted to git in by Siptimber 
but they’s wan thing I’ve learnt about buildin’ 
houses an’ that is ye must niver ixpict to git in whin 


ye expict t’ git in.” 


to see you. 


to 
AN ODE TO B. P. 


When I lie helpless on my bed, 

Nor can I move or lift my head, 

Full many ministrants come to my aid 

That shortly one by one from memory fade. 

But thee I can't forget, 

Thou’rt in my memory yet, 

Tho’ I berate in bitter terms 

And thoughts of thee cause wriths and squirms, 
Thou art a staunch tho’ much despised friend, 
Loyal and faithful always to the end. 
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THE OLDER ONES 


. It seems that younger golfing folks 


Insist on taking vicious pokes 

At all the older persons who attempt to play the 
game; 

With lordly animosity, 

And often real ferocity, 

They call the older golfing ones the halt, the blind 
and lame. 


The young hit balls most viciously, 

They often start auspiciously, 

But end in other fairways or in some far distant 
rough; ; 

Approaching irons are over clubbed 

And all too many shots are dubbed, 

They often hit them much too hard, sometimes not 


hard enough. 


The old ones shoot consistently 

And play right on persistently, 

The scores when they are counted show scant 
preference for years; 

So we conclude this golfing game, 

Which rarely brings us golfing fame, 

Requires but little muscle but a lot between the ears. 


¥.< 


Patient — “Doctor, how long after this broken 
leg will I be able to play a good game of golf?” 

Doctor — “Well, you must not expect too much 
from a broken leg.” 


¢ # 


THE WORM TURNS 
I am a patient humble, 
I'm rarely known to grumble 
At indignities I suffer from my nurse; 
They dress my wounds so painful, 
Give enemas so baneful, 
No matter what it is, it might be worse. 


Nauseous doses bring the tears; 

Sticky soap is in my ears; 

Icy alcohol is rubbed upon my chest, 
Crumbs of food are in my bed: 

I've no choice in what I'm fed; 

But at trifles such as these I'd not protest. 


But how I curse and sputter 

And search for words to utter 

The vehement protest surging through my head, 
‘Tis rank insinuation, 

In truth an allegation, 

When they put a rubber sheet upon my bed. 


7 Og 


Sophistes the Seer saith, “My son, be not hasty in 
the exaltation of thy pride if perchance certam 
honours are bestowed upon thee. Bide thy time and 
withhold thy judgment. All too oft that which seemeth 
a wreath of laurel becometh-in a brief while a crown 
of thorns,” 
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